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Especially effective when 
used preoperatively 





(renosem 


SALICYLATE 


to control oozing and bleeding 


As one clinician states: ““Blood loss may be hidden 
temporarily after closure of the thoracic or abdominal 
cavities, even though drains are in place. Obstruction to 
outflow through these drains can occur, and bleeding 
is not apparent. 

“There are certain clinical situations in which pro- 
longed and profound oozing of blood may occur.” 

Adrenosem has proved effective in more than 200 
clinical disorders in the control of oozing and bleeding. 
It is used routinely, preoperatively and postoperatively, 
in thousands of hospitals. 


Supplied in ampuls, tablets and as a syrup. 
Write for comprehensive, illustrated brochure 
describing the action and uses of Adrenosem Salicylate. 


*U.S. Pat. 2581850; 2506294 


1. Dripps, R.C.: Hazards of the Immediate Postoperative Period, 
J.A.M.A, 7:795 (Oct. 19, 1957). [This reference reviews postoperative 
hazards, and does not refer to Adrenosem Salicylate}. 


BRISTOL, TENNESSEE * NEW YORK * KANSAS CITY * SAN FRANCISCO THE S. E. MASSENGILL COMPANY 





EVERYBODY BENEFITS FROM THIS NEW, LONG-ACTING 
SULFA THAT CUTS DOSAGE OVER 75% 


* Tablets: Each quarter-scored, 
peach-colored tablet contains 
0.5 Gm. (74s grains) of 
sulfamethoxypyridazine. Botties 
of 24, 100 and 1000 tablets 
Syrup: Each teaspoonful (5 cc.) 
of caramel-flavored syrup 
contains 250 mg. of 
sulfamethoxypyridazine. 
Bottles of 4 fl. oz 


SULFAMETHOXYPYRIDAZINE LEDERLE 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK ED 
*Reg. U.S. Pot, Off. _ - 
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SANDRIL & PYRONIL 
AVERTS. 
TETAS 


QUALITY / RESEARCH / INTEGRITY 


Relieves the most common side-effect of reserpine 


Approximately half of all patients tak- 
ing any Rauwolfia preparation experience 
the annoying side-effect of nasal stuffi- 
ness. ‘Sandril’ ¢ ‘Pyronil’ relieves nasal 
congestion in about 75 percent of pa- 
tients who experience this troublesome 
side-effect. 


* 


COMPANY | N 


Each tablet combines: 
‘Sandril’ 

*Pyronil’ i 
Dose: Usually 1 tablet b.i.d. 


Also ‘Sandril’: Tablets, 0.1, 


0.25 mg. 
7.5 mg. 


0.25, and 


1 mg. Elixir, 0.25 mg. per 5-cc. tea- 


spoonful. 


DIANAPOLIS 6, INDIANA, Pe ee 
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Special Section on the Outpatient Department 
Adapting the Outpatient Department to Modern Medical Needs 
James T. Howell, M.D., and Robin C. Buerki, M.D. 


A Fresh Look at Outpatient Department Problems 

Sidney S. Lee, M.D., Dr.P.H. 
Portrait of a Clinic in Action 
Enter: The Ambulatory Patient Irvin G. Wilmot 
How to Compute Outpatient Department Costs H. |. Stine 
The Kind of Service the Public Wants Ronald H. Orr 


Prepaid Medical Care and Hospital Utilization Paul M. Densen, 
Eve Balamuth and Sam Shapiro 


How to Spot Quality in Wooden Furniture and Casework 

William C. Hanlon 
Now's the Time to Feature Ham and Lamb 
Why Hospital Engineering is Getting Tougher Fred G. Hubbard 
departments 
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Food Service and Dietetics 68 
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Purchasing 
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Association 


Book Reviews 


Calendar of Association and 
Allied Meetings Opinions and Ideas 
Personnel Changes 


Pro Re Nata. John H. Hayes 
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Editorial Notes 
Service from Headquarters 

Equipment and Supply Review 62 
The Law in Brief 


Introducing the Authors 12 Washington Report 


News 90 Your President Reports 
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Outpatients at Carle Hospital Clinic, Urbana, Ill., pick up their appointment 
slips for various clinic departments at a desk located conveniently just inside 
the entrance. Picture story beginning on page 38 describes other procedures 
used by the clinic in serving some 600 patients daily. Photo by Robert McCullough 
(Other picture credits on page 106.) 


Classified Advertising 104 
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Trouble-free Air-Shields suction pumps 
for use anywhere in the hospital 


Low-cost Air-Shields Dia-Pumps designed 
for continuous heavy-duty operation 


Because of their simple, rugged design and tough Neoprene-Nylon diaphragm, 
Air-SHIELDS Dia-PUMpPs run indefinitely and cannot “freeze,” jam or rust, even 
from aspirated or condensed moisture. The Dia-PUMpP has been test-run continu- 
ously, day and night, for an entire year, without failure of any part, and all units 
are guaranteed unconditionally for one year! 


Air-SHIELDS Dia-PuUMpPs provide controlled suction up to 22 inches of mercury, 


and make ideal clinical suction pumps. All controls, gauges and suction bottle are 
in plain sight and within easy reach of the nurse. Because of this, over-filling of the 
suction bottle is easily avoided. The Dia-PUMPs operate quietly and are readily 
cleaned, moved and controlled. 


Specifications: 1/6-HP, 115-volt, 60 cycle A.C. with ground wire and adapter plug 
for 2 or 3-pronged outlets. Special models are available for use with other currents. 
Write for special Dia-PumpP folder, or phone collect from any point in the U.S. 
AlR-SHIELDS, INC., Hatboro, Pa. (Osborne 5-5200). Jn Canada: Atr-SHIELDS 
CanaDa, Ltp., 8 Ripley Avenue, Toronto 3, Ont. (Roger 6-5444). 





Mobile BepsipE Dia-PumpP rolls quietly 
and smoothly on rubber casters to any 
room in the hospital, and when in use, 
protrudes less than a foot from the bed. 


Rugged, light-weight, portable D1a-PUuMP 
for general use wherever regulated suction 
is needed. Well balanced, easily carried 





mobile bedside, or portable a LIIFfLIT/7 4 } 





AIR-SHTELDS, INC. 


makers of the Isolette® infant incubator, the Croupette® cool-vapor tent, the Hydrojette® mobile humidifier, and the Jefferson Ventilator® 


*Trade Mark 
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Admiral. 


Sterile Disposable Syringe 


TI 
- m] 
/ bo: 


USE ONCE \ 
AND DISCARD 


13993 NO@ TRAPPED AIR 


Single ring plunger design assures complete 
sterilization. Elimination of multiple plunger 
rings prevents the pockets of trapped air that 
may escape sterilization. 








FEATURES Ne “needle tattoo” 


Admiral’s exclusive cleaning process assures absolute 
needle cleanliness. Prove it with the ‘cloth test."’ 

Push an Admiral SDS needle through a clear, white cloth. 
Examine it under a microscope. No trace of dirt appears. 


Available in all types and sizes FEAVURGS Cotten safeguards sterility 
Intramuscular, intravenous, subcutaneous, 
serology, tuberculin, insulin—in many 


gauges, needle lengths and calibrations. loss of sterility between nursing station and 
patient. Only cotton, the proven bacteria barrier, 


can assure absolute sterility. 


The cotton pellet in the needle guard protects against 


FEATURES Ne loss of medicaments 


When depressed, plunger fits snugly against end of 


WRITE FOR INFORMATIVE barrel, completely emptying the Admiral SDS. 
BOOKLET and price list 


Admi 
mir qi HS/d HOSPITAL SERVICE DIVISION 


+ 


CORPO R ATION : é P.O. Box 338, West Chicago, Illinois 





Hospital association meetings 


NATIONAL HOSPITAL ASSOCIATIONS 
American Hospital Association 
1958 Annual Convention — August 
18-21; Chicago (International Am- 
phitheatre; Palmer House) 
1959 Annual Convention — August 
24-27; New York City (Coliseum; 
Statler Hotel) 
1960 Annual 
29-September 
Auditorium) 


Convention — August 
1; San Francisco (Civic 


(THROUGH JANUARY 1959) 


Catholic Hospital Association—June 21 - 
26; Atlantic City, N. J. (Convention 
Hall; Dennis Hotel) 


REGIONAL MEETINGS 
(THROUGH FEBRUARY 1959) 


Association of Western Hospitals—April 
21-24; San Francisco (Civic Audi- 
torium; St. Francis Hotel) 

Carolinas-Virginias Hospital Conference 
—April 24-25; Roanoke, Va. (Hotel 
Roanoke) 

Maryland-District of Columbia-Delaware 
Hospital Association — Nov. 3-5; 
Washington (Shoreham Hotel) 

Middle Atlantic Hospital Assembly — 
May 21-23; Atlantic City, N. J. 
(Convention Hall!) 





Mid-West Hospital Association—NMarch 
24-26; Kansas City, Mo. (Municipal 
Auditorium; President Hotel) 

New England Hospital Assembly—March 
24-26; Boston (Statler Hotel) 

Southeastern Hospital Conference—May 
14-16; Miami Beach, Fla. (Hotel 
Fontainebleau) 

Tri-State Hospital Assembly—Apri! 28- 
30; Chicago (Palmer House) 

Upper Midwest Hospital Conference— 


May 14-16; Minneapolis (Minneapolis © 


Auditorium; Leamington Hotel) 
STATE AND PROVINCIAL MEETINGS 
(THROUGH AUGUST 1958) 


Connecticut Hospital Association—June 
11; Berlin (Berlin Light and Power 
Company) 

lowa Hospital Association—April 
25; Des Moines (Savery Hotel) 

Kentucky Hospital Association April 
15-17; Louisville (Sheraton-Seelbach 
Hotel) 

Louisiana Hospital Association March 
20-22; Baton Rouge (Bellemont Mo- 
tor Hotel) 

Maine Hospital Association June 10- 
1; Rockland (Samoset Hotel) 

Massachusetts Hospital Association - 
May 15; Boston (Hotel Statler) 

Michigan Hospital Association 


24- 


June 


16-18; Mackinac Island (Grand 
Hotel) 

New Jersey Hospital Association—May 
21-23; Atlantic City (Convention 
Hall) 

New Mexico Hospital 
March 9-12; Albuquerque 
Hotel) 

Hospital Association of New York State 

May 21-23; Atlantic City, N. J 
(Hotel Claridge) 

North Dakota Hospital 
April 22-23; Fargo (Gardner Hotel) 

Ohio Hospital Association—March |0- 
13; Cincinnati (Netherland-Hilton 
Hotel) 

Hospital Association of Pennsylvania 
May 21-23; Atlantic City, N. J. 
(Convention Hall) 

Comite des Hopitaux du Quebec 
25-27; Montreal (Montreal 
Mart) 

South Carolina Hospital Association 
April 24-25; Roanoke, Va. (Hotel 
Roanoke) 


(Continued on page 102) 


Association - 
(Hilton 


Association 


June 
Show 


As soon as determined, notice of your 
anncal meeting at which officers are 
elected, should be mailed to the editors 
of HOSPITALS, J.A.H.A., 18 East Division 
Street, Chicago 10, Illinois. 





EN TTI S QE Os Be EE ae oe ee 


keep 
infection 
hazards 
down 
during rounds 


Right at your elbow, an antiseptic 
dip-basin on cart or utility table 
can help keep infections down, effi- 
ciency up. A small basin filled with 
1:1000 Zephiran aqueous solution 
or tincture gives you fingertip as- 


REFINED (TO ENSURE Quauity, @ 


ZEPH 


surance of continuing antisepsis; 
minimizes the hazards of infection 
during ward rounds, ‘bed-to-bed 
care, and general servicing. Eco- 
nomical Zephiran is recognized as 
the quality antiseptic. 


@® BENZALKONIUM CHLORIDE 


RAN 


Supplied: Tincture 1:1000 
tinted, tincture 1:1000 stain- 
less, and aqueous solution 
1:1000 in 8 oz. and 1 gal 
bottles. Concentrate (12.8% 
buffered aqueous solution) in 
4 oz. and 1 gal. bottles 


(| ithnop LABORATORIES 


NEW YORK 18, N.Y. 


1246M-6 
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product 


HYPODERMIC NEEDLES 


DEVELOPED FOR ONE-TIME-USE 


NEW SHARPER POINT 
MEDICALLY TESTED PLASTIC HUB 
A STERILE, NONPYROGENIC, NONTOXIC, B-D CONTROLLED NEEDLE 


Ex) 





' 


/ 





ofticers, trustees and councils 





President 
Tol qavee, Shannon West Texas Memorial Hospital, San Angelo, 
‘ex. 


President-Elect 
Ray Amberg, University of Minnesota Hospitals, Minneapolis 14 


immediate Past President 
Albert W. Snoke, M.D., Grace-New Haven Community Hospital, 
New Haven 4, Conn. 


Treasurer 
John N. Hatfield, Passavant Memorial Hospital, Chicago 11 


Secretary 
Edwin L. Crosby, M.D., 18 E. Division St., Chicago 10 


Board of Trustees 

Tol Terrell, ex officio, gn Shannon West Texas Memorial 
Hospital, San Angelo, 

A. A. Aita, San Antonio Community Hospital, Upland, Calif. 

Ray Amberg, ex officio, University of Minnesota ospitals, Minne- 
apolis 14 

Abbie E. Dunks, Boston Dyoeneery Boston 11 

Rt. Rev. —_ Edmund J. Goebel, archdiocesan director of 
hospitals, Milwaukee 12° 

Edwin L. Harmon, M.D., Grasslands Hospital, Valhalla, N.Y. 

7 N. ee. ex officio, Passavant Memorial Hospital, Chi- 


Rear yg B. W. Bogen. MC, — surgeon general, Department 
of the Navy, Washington 25 
Reid T. Holmes, North Carolina Baptist Hospital, Winston-Salem 


7, N.C. 
Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 
M. McIntyre, Winnipeg Municipal Hospital, Winnipeg, Man. 
Albert W. Snoke M D., ex officio, Grace-New Haven Community 
Hospital, New Haven 4, Conn 
Ray K. Sereneen. Swedish Hospital, Minneapolis 4 


Coordinating Council 

Ray Amberg, chairman, University of Minnesota Hospitals, Min- 
neapolis 14 ; 

E. Dwight Barnett, M.D., Stanford-Palo Alto Hospital Center, 
Palo Alto, Calif. 

Robin C. Buerki, M.D., Henry Ford Hospital, Detroit 2 

Robert T. Evans, Blue Cross Plan for Hospital Care, Chicago 90 

a, A. Ferguson, University Hospitals of Cleveland, Cleve- 


Mrs. “Chester A. Hoover, Women’s Auxiliary of the Santa Monica 
Hospital, Santa Monica, Calif. 

Russell A. Nelson, M.D. Johns Hopkins Hospital, Baltimore 5 

Boone Powell, Baylor University Hospital, Dallas 10 

David B. Wilson, M.D., University Hospital, Jackson 5, Miss. 


Council on Administrative Practice 

Stanley A. Ferguson, chairman, University Hospitals of Cleve- 
land, Cleveland 6 

J. Milo Saerreen, oe chairman, Strong Memorial Hospital, 
Rochester 20, 

Sister Mary Boon nin. St. Mary’s Hospital, Rochester, Minn. 

Horace M. Cardwell, Memorial Hospital, Lufkin, ll 

James M. Crews, Methodist Hospital Memphis 4, Ten 

George A. Hay, Hospital of the Woman's Medical. College of 
a lvania, Philadelphia 29 

Riley McDavid, Kenosha Hospital, Kenosha, Wis. 

Clyde L. Sibley, Birmingham Baptist Hospital, Birmingham 11, 


Ala. 
Richard T. Viguers, New England Center Hospital, Boston 11 
Linus A. Zink, M.D., Veterans Administration, Washington 25 


Secretary: Richard L. Johnson, 18 E. Division St., Chicago 10 


Council on Association Services 

Boone Powell, chairman, Baylor University Hospital, Dallas 10 

Pat N. Groner, vice chairman, Baptist Hospital, Pensacola, Fla. 

John A. Dare, Virginia Mason Hospital, Seattle 1 

Albert G. Hahn, Protestant Deaconess Hospital SES 10, Ind. 

Leo M. Lyons, American Protestant Hospital Association, Chi- 
cago 

Roy R. Prangley, St. Luke’s Hospital, Denver 3 

Homer A. Reid, Lovelace Ciinic, Albuquerque, N. Mex. 

Donald M. Rosenberger, Maine Medical Center, Portland 4. Maine 

Charles M. Royle, ‘ospital Association of New York State, Al- 
bany 7, N.Y. 

Abram L. Van Horn, M.D., Kate Macy Ladd Convalescent Home, 
Far Hills, N.J. 

Secretary: Edmond J. Lanigan, 18 E. Division St., Chicago 10 


Blue Cross Commission 
Robert T. Evans, chairman, Blue Cross Plan for Hospital Care, 
hicago 

cumien arside, vice chairman, Associated Hospital Service of 
New York, New York 

John R. Hill, es Tennessee Hospital Service Association, 
Chattancoss 

H. Charles Ab 
Angeles 27 : tHE ae 

Kenneth B. Babcock, M.D., Joint Commission on Accreditation 
of Hospitals, Chicago 1 : 

Rt. Rev. Msgr. John W. Barrett, archdiocesan director of hos- 
pitals, C fcago 5 

me O. Burger, Nebraska Blue Cross Hospital Service Associa- 
tion, Omaha 2, Nebr. 

a. Campbell Butler, Group Hospital Service, Inc., Syracuse 2, N.Y. 

Frank S. Groner, Baptist Memorial Hospital, Memphis 3. Tenn. 

Flisha M. Herndon Hospital Care Association. Inc.., ees. N.C. 

Walter R. McBee, Groun Hospital Service, Dallas 1. 

E. Duncan Millican, Quebec Hospital Service Association, Mon- 


treal 2, Que. 


tt, Hospital Service of Southern California, Los 
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John B. Morgan Jr., Associated Hospital Service, Inc., Youngs- 
town 7, Ohio 

Stanley H. Saunders, Hospital Service Corporation of Rhode 
Island, Providence 2, R.1. 

E. A. van Steenwyk, Associated Hospital Service of Philadelphia, 
Philadelphia 2 


Director: Richard M. Jones, 425 N. Michigan Ave., Chicago 11 


Council on Government Relations 


Robin C. Buerki, M.D., chairman, Henry Ford Hospital, Detroit 2 

William L. Wilson, vice chairman, Mary Hitchcock Memorial Hos- 
pital, Hanover, ‘ 

Ted Bowen, Methodist Hospital, Houston 25, 

Ritz E. Heerman —_ My? Hospital Society of “Southern Califor- 
nia, 1414 S. Hope Los Angeles 15 

Harry E. Panhorst, 4 Hospital, St. Louis 10 

Edwin B. Peel, Georgia Baptist Hos ital. Atlanta 3 

Harold Prather. Richmond Memoria ospital, Ses 27, Va 

Martin R. Steinberg, M.D., Mount Sinai ospital, New York 29 

Rt. Rev. Msgr. Charles A. Towell, diocesan director of hospitals, 
Covington, Ky 

Kenneth Wallace. ‘St. John’s Hospital, Tulsa 4, Okla. 

Secretary: Kenneth Williamson, Washington Service Bureau, 
Mills — 17th St. and Pennsylvania Ave., N.W., Wash- 
ington 


Council on Hospital Auxiliaries 

Mrs. Chester A. Hoover, chairman, Santa Monica Hospital, Santa 
Monica, Cali 

Mrs. Palmer Gaillard, Jr., vice chairman, Mobile Infirmary, Mo- 
bile 16, Ala. 

Mrs, Ernest R. Anthis, Muskogee General Hospital, Muskogee, 


Mrs. Columbus Conboy, St. Joseph Infirmary, Louisville 17, Ky 

Mrs. Sinton P. Hall, Children’s Hospital, Cincinnati 29 

Guy M. Hanner, Good Samaritan ospital, Phoenix, Ariz. 

Mrs. Harry Milton, Jewish Hospital of St. Louis, St. Louis 10 

F. Ross Porter, Duke Hospital, Durham, N.C. 

Mrs. H. Shelton Smith. Duke Hospital, Durham. N.C. 

Laura Vossler, Presbyterian Hospital in the City of New York, 
New York 32 


Secretary: Patricia Sussmann, 18 E. Division St., Chicago 10 


Council on Planning, Financing and Prepayment 

ae 2. Pa crn M.D., chairman, University Hospital, Jackson 

James te “Daniel, vice chairman, Columbia Hospital of Richland 
County Columb is 4, S.C. 

Alfred Paul B Bay, M. Topeka State Hospital, Topeka, Kans. 

Jay W. Coiling, uci: “Glenville Pe oe P Euclid 19, Ohio 

Comdr. L. Elsasser, USN, U.S. School of Hospital. Admin- 
= EY Bethesda 14, es 

Herman L. Herold, North Louisiana Sanitarium, Shreveport 7, La 

Wesley G. Lamer, Physicians and Surgeons Hospital, Portland 9, 


Ore 
Sidney Liswood, New Mount Sinai Hospital, Toronto 2, On 


Delbert L. Pugh, Columbus Hospital Federation, Columbus Hy “Ohio 
—. Mary Vincent, R.N., St. Joseph's Hospital, Fort Worth 4, 


Secretary: Hiram Sibley, 18 E. Division St., Chicago 10 


Council on Professional Practice 

Russell A. Nelson, M.D., chairman, Johns Hopkins Hospital. 
Baltimore 5 

T. Stewart Hamilton, M.D., vice chairman, Hartford Hospital, 
Hartford 15, Conn. 

Louis B. Blair, St. Luke’s Methodist Hospital, Cedar Ra . Iowa 

Lawrence J. Bradley, Genessee Hospital, Rochester 7, 

vooree | E. Cartmill Jr., pet Hos rene Detroit 1 

Lloyd H. Gaston, M.D.. § uke’s ital, New York 25 

Edna S. Lepper, R.N., Massachusetts ¢ General Hospital, Toten 14 

John B. Neilson, M.D., Hamilton General Hospitals, Hamilton, Ont 

Leon C. Pullen Jr.. Decatur and Macon Ceunty Hospital, 

Stadel, M.D., San Diego County General Hospital, San 

Diego 3, Calif. 

Secretary: LeRoy E. Bates, M.D., 18 E. Division St., Chicago 10 


Council on Research and Education 
E. Dwight Barnett, M.D., ren. Stanford-Palo Alto Hospital 
Ea Palo Alto, Calif 
D. Bonnet, M_D., vice chairman, Massachusetts Memorial 
spitals, Boston 18 
Brig. Gen. Elbert DeCoursey, MC, USA, Army Medical Service 
School, Fort Sam Houston, Tex. 
Nelson F. Evans, University Hospital, “ie Rock, Ark. 
Celeste Kemler, Valley View oa a. 
Kerlikowske, M.D., University H suttal. Ann Arbor, Mich 
‘Dewey Lutes, Woonsocket Hospital. \ Woondocket. ‘ 
Harry’ M i, Malm, Lutheran Hospital and Home Society’ Torring- 


to 
2. "witltems, M.D., State of Georgia Department of Public 
Health, Atlanta 3 
Harold A. Zealley, Elyria Memorial Hospital, Elyria, Ohio 


Secretary: Daniel S. Schechter, 18 E. Division St., Chicago 10 


Executive Staff 

Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 
Kenneth Williamson. cssociate director 
Madison B. Brown, M.D., associate director 
LeRoy E. Bates, M.D., assistant director 
James E. Hague, assistant director 

Edmond J. Lanigan, assistant director 

Alan E. Treloar, Ph.D., assistant director 
John E. Sullivan, controller 
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brography comes of age 


er Minograph 


less radiation to patient and technician... 
rectangular-collimated beam won't ‘overshoot’ 
screen area: sharp cutoff precludes primary-beam 
gonadal exposure 


separate rigid supports move x-ray tube and 
camera hood up and down in precise synchronism, 


always in accurate alignment. 


: sets up in no time on any kind of powerline 
Picker Minograph with 70 mm rollfilm camera 
positive identification imprinting by new type 


drop-in-case card 


choice of mirror optic or refractive lens cameras 
for rollfilm or cuthlm 


many other features: all coupled to the legendary 
dependability which sees Minographs through the 
rigors of tropical heat and arctic cold in rugged 
field survey work the world over 


when it comes to equipment for photofluorography, 
your local Picker man is the man to see. 


Picker Minograph with Odelca mirror-optic camera 


control is anugget of simplicity; easy to oper- 
ate beyond words. Phototimed PA or lateral shots 
at the click of a knob. A heel-of-hand nudge on a 
rounded lucite bar triggers exposure. The technician 
must stand in a protected position to make the 
exposure. 


PICKER X-RAY CORPORATION 
25 Sovth Broodway, White Plains, N. Y. 
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of FIRSTS” 


for Quick Action 
with Complete Control 

















FIRST flush-with-the-wall oxygen out- 
let provided with a self-sealing mechanism 
that eliminates unsightly dust caps, springs 
and trap doors. It is housed in a standard 
“electrical outlet’ type of box which is 
easy to install in any wall. With a straight 
thrust, an easy one-handed operation, the 


FIRST flowmeter made of nylon with 
clear gauge panels of Lucite*... has all 
the strength a flowmeter should have plus 
new beauty no flowmeter has ever had 
before. In two models, 0 to 15 liters for 
general use and first 0 to 5 liters model for 
use exclusively in nurseries. Lightweight, 


*Body of flowmeter is made of Du Pont “Zytel” nylon resin 
Gauge panel is made of Du Pont “Lucite” acrylic resin 


FIRST large-capacity nebulizer of its 
type. Capable of operating continuously 
or intermittently for approximately 12 
hours without refilling. The NCG Nebu- 
lizer produces an oxygen fog of maximum 
density in which 97% of particles nebu- 
lized are 3 microns or less in diameter. In 
recovery rooms, and throughout the hos- 
pital, it may be used to produce high 


double- plug safety adapter locks firmly 
into position, preventing its accidental re- 
lease, keeping the flowmeter rigidly up- 
right, insuring accurate readings. Excellent 
performance of outlet continued even after 
completion of accelerated test of 30,000 
operations. 


compact, easy to read and extremely ac- 
curate. Here is a rugged, safe and easy to 
use flowmeter for all piped oxygen systems 
to accurately regulate flow through all 
types of equipment. In accelerated test, 
this flowmeter was used for equivalent of 
a decade. 


humidity in an oxygen tent; or with mask 
or tracheotomy mask to furnish 100% 
humidity. First plastic jar eliminates 
breakage, increases safety. NCG Humidi- 
fier available in same materials. NCG 
supplies a complete line of equipment 
through which high humidity can be ad- 
ministered with complete control. 


Here is oxygen where you need it, how you 
need it and when you need it...a real 
aid in today’s busy hospitals. Designed to 
match the modern dress of new hospitals, 
this trio is another step taken by NCG to 
help provide the best possible care for 
your patients with maximum safety. Your 
NCG representative is ready to be of serv- 
ice to you. Phone or write your nearest 
NCG office today. 


NATIONAL CYLINDER GAS COMPANY 
840 North Michigan Ave., Chicago 11, Illinois 
Offices in 56 Cities 
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introducing He autpons 


Irvin G. Wilmot, assistant superin- 
tendent of the University of Chi- 
cago Clinics, examines some of the 
problems in- 
volved in de- 
veloping facili- 
ties that can 
serve both in- 
patients and 
outpatients. In 
his article on p. 

43, Mr. Wilmot 
takes a close 
look at the 
characteristics 
of ambulatory 
patients in hospitals. 

Mr. Wilmot writes from experi- 
ence. He has been associated with 
the University of Chicago Clinics 
for nine years, five years as clinic 
manager before his appointment as 
assistant superintendent in 1954. 


MR. WILMOT 





Northwestern University. He re- 
ceived his master’s degree at the 
University of Chicago, where he 
is now an instructor for the Uni- 
versity’s program in hospital ad- 
ministration. 

A nominee in the American 
College of Hospital Administra- 
tors, Mr. Wilmot is a member of 
the National Association of Clinic 
Managers and the clinic adminis- 
trators committee of the Chicago 
Welfare Council. 


H. |. Stine, author of “How to 
Compute Outpatient Department 
Costs’, outlines step-by-step pro- 
cedures to help eliminate some of 
the guesswork that is often as- 
sociated with cost finding in out- 
patient departments. As business 
manager of Harris Hospital, Fort 
Worth, Tex., Mr. Stine brings prac- 


Mr. Wilmot holds a B. S. degree tical experience to his recom- 
in business administration from mendations in his article on p. 45. 











A Nurse Told Us Today— 


—that she had heard Diack 


Controls lack a time factor. 


We advised her to test a 
Diack in her own autoclave 
placing a culture of B. sub- 
tilis (culture test) right next 
to the Diack. 

She found that the B. sub- 
tilis, and its highly resistant 
spores were killed in less than 


half the time required to melt 
the Diack. 


ack Contits 


SMITH & UNDERWOOD, Royal Oak, Michigan .. . 


Sole manufacturers of Diack Controls and Inform Controls 














A member of the American As- 
sociation of Hospital Accountants, 
Mr. Stine is the immediate past 
president of the Texas chapter of 
the association. He is also cur- 
rently president of the health and 
hospital division of the Fort Worth 
Community Council. 

Mr. Stine attended Texas Chris- 
tian University. 


MR, STINE MR. ORR 

Ronald H. Orr, manager of Grays 
Harbor Community Hospital, Aber- 
deen, Wash., describes how the 
outpatient department of his 89- 
bed hospital renders “The Kind 
of Service the Public Wants’. His 
article on p. 47 records the or- 
ganization, operating and staffing 
patterns that have resulted in a 
300 per cent increase in the hos- 
pital’s outpatient activity in the 
past decade. 

Prior to joining Grays Harbor 
Hospital in 1945, Mr. Orr served 
as assistant manager of Inter- 
City Hospital Association in Aber- 
deen, Wash., for three years. From 
1942-45 he served as a captain in 
the U. S. Army Medical Adminis- 
tration Corps. 

Past president of the Washing- 
ton State Hospital Association, Mr. 
Orr has been active in Blue Cross 
and hospital association work in 
the West. Offices held include 
board membership on the Wash- 
ington Hospital Service Associa- 
tion and the Washington State 
Hospital Advisory Council. 

He has also served on the execu- 
tive committee of the Northwest 
Regional Blood Bank as well as 
committee chairman for the hos- 
pital section of the Association of 
Western Hospitals. 
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OUTLASTS 
THEM 
ALL! 


VIM LAMINEX* Needles actually last 2 to 4 times longer than ordinary hypodermic 


needles, without resharpening...without wear or breakage. Reason: Vim® Brand and only VIM 
uses LAMINEX Stainless Steel with the exclusive longitudinal molecular structure that makes 
possible “high-carbon” sharpness plus stainless steel flexibility and toughness! 





WIM! Clear Barrel Interchangeable Syringes continue to give perfect service 
long after ordinary ground-barrel syringes must be discarded because of erosion and “‘back- 
fire” leakage. Only Vim Clear Barrel Syringes are available with no-leak glass tips as well as 
Luer lock and Luer metal tips. And only Vim Clear Barrel Syringes are truly interchangeable... 
eliminate all matching of plungers and barrels. 


Why not specify WHEVE ... and save? 


€#tANANST 8 OD *Roeg Pat 


Producers of Davis & Geck Brand Sutures 
AMERICAN CYANAMID COMPANY, 


SURGICAL PRODUCTS DIVISION. and Vim Brand Hypodermic Syringes and Needles 
OANBURY. CONNECTICUT / In Canada Distributed by North American Cyanamid Ltd., Montreal 16, P.O 
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Another TUBEX First... 


MEPERIDINE HYDROCHLORIDE, 


Injection: 50, 75, or 100 mg. per 


1-cc. TUBEX 


TUBEX MEDICATIONS: 
Benzathine Penicillin G 


BICILLIN® Long-Acting, Injection (Benzathine 
Penicillin G in Aqueous Suspension) : 600,000 units 
per l-cc. Tubex; 900,000 units per 1.5-cc. Tubex; 
1,200,000 units per 2-cc. Tubex. 


Procaine Penicillin G 

LENTOPEN® (Procaine Penicillin G in Oil with 
Aluminum Monostearate) : 300,000 units per 1-ce. 
Tubex. 

WYCILLIN® Suspension (Procaine Penicillin G in 
Aqueous Suspension) :300,000 units per l-cc. Tubex. 
WYCILLIN 600 Suspension (Procaine Penicillin G 
in Aqueous Suspension): 600,000 units per 1-cc. 
Tubex; 1,200,000 units per 2-cc. Tubex. 


Combination Penicillins 


BICILLIN C-R 600 (Benzathine Penicillin G and 
Procaine Penicillin G in Aqueous Suspension): 
300,000 units each per 1-cce. Tubex; 600,000 units 
each per 2-cc. Tubex. 


LENTOPEN, All-Purpose (Procaine Penicillin G and 
Potassium Penicillin G in Oil): 300,000 units of 


CLOSED-SYSTEM INJECTION 


TUBEX 


Your largest selection 
rob doi lo}-1-1° bet} '2-3¢ Jag maal ve ifor-adlelar 


Wijeth 


Philadelphia 1, Pa 


procaine penicillin G and 100,000 units of potassium 
penicillin G per 1l-ce. Tubex. 

WYCILLIN DSM (Procaine Penicillin G and Dihy- 
drostreptomycin Sulfate in Aqueous Suspension): 
400,000 units of procaine penicillin G and 0.5 Gm. 
of dihydrostreptomycin sulfate per 2-cc. Tubex. 


Narcotics 

CODEINE PHOSPHATE, Injection: 30 mg. (16 grain) 
or 60 mg. (1 grain) per 1-cc. Tubex. 

MEPERIDINE HYDROCHLORIDE, Injection: 50 mg., 
75 mg., or 100 mg. per 1-cc. Tubex. 

MORPHINE SULFATE, Injection: 8 mg. (1% grain), 
10 mg. (1% grain), or 15 mg. (14 grain) per 1-ce. 


Tubex. 


Streptomycins 

DIHYDROSTREPTOMYCIN SULFATE, Crystalline, 
Solution: 0.5 Gm. per 1-ec. Tubex; 1 Gm. per 2-ce. 
Tubex. 

STREPTOMYCIN SULFATE, Solution: 1 Gm. per 2-ce. 
Tubex. 


Miscellaneous 

ALLERGENS (Diagnostic and Treatment). 
EPINEPHRINE HYDROCHLORIDE, Injection (U.S.P.): 
1:1000 solution per 1-cc. Tubex. 

TETANUS ANTITOXIN, Refined and Concentrated 
(Equine Origin): 1500 units per 1-cc. Tubex. 
TRISTERONE*, Injection (Progesterone, Testos- 
terone, and Estrone): 25 mg. of microcrystalline 
progesterone, 25 mg. of microcrystalline free testos- 
terone, and 6 mg. (60,000 I.U.) of microcrystalline 
estrone per 1-cc. Tubex. 


*Trademark 





Don’t Waste Your Nurses! 


Time-motion study’ 


proves TUBEX saves 39% 


of nursing injection time! 


Does the conventional injection method 
waste nurses’ time? Time-motion analysis 
says, Yes! Studies' of morphine injection ina 
366-bed hospital show that the TUBEX 
closed-system technique cuts 1 minute 58 
seconds—a saving of 39% —from the average 
time required by nurses in their injection 
duties. With a workload in this hospital of 
6720 morphine injections in 1956, conversion 
to TUBEX for these injections alone would 
have saved more than 220 nursing hours, or 
27% 8-hour nursing shifts, more than 


enough to provide another nursing shift 
every other week. 

What Does This Mean to You? As a hospital 
administrator, you are concerned with nurs- 
ing efficiency. TUBEX disposable units— 
available in a wide range of medications— 
cut nursing time significantly. Apply the 
savings in nursing hours to other vitally 
needed nursing services! Test all the values of 
TUBEX in your own hospital! Mail the 


coupon today ! 


1. Hunter, J.A., et al.: Hospital Management 83:86 (March) 
1957. 


CLOSED-SYSTEM INJECTION 


WYETH LABORATORIES 
P.O. BOX 8299 
Philadelphia 1, Pa 


Please send me further information on TUBEX closed-system 


Injection and on a test program for my institution 
Name Administrator 
Hospital 


City 





Looks like a bed — not a piece of 
surgical apparatus. This tends to 
make the patient feel more “at 
home,” more assured of recovery 
status. 


27 x 12 x 1” storage tray is stand- 
ard equipment. Adds to conven- 
ience particularly when moving 
patient from area to area. Attaches 
at either end of bed. 


Hard’s Slida-Side, the modern, 
space-saving, time-saving safety 
side is standard equipment. 


p———- 36 *——4 
30” width Recovery Bed standard, 
No. 1483RG and 1484RG. Avail- 
able also in 36” width, known as 
Hard Converta-Bed. No. 1485PG. 


Foot guard, Bucks Extension, Bier- 
hoff Crutches, available as acces- 
sories. 





THE MANY-PURPOSE BED 
THAT FILLS ALL YOUR NEEDS 


HARD 


RECOVERY BED 


Here’s the most versatile bed 

ever made for hospital use. Designed 

for recovery or intensive care areas, it serves a 
variety of other purposes as well. 


EVE BED 
Head piece re- 
moved. Bed per- 
mits access for 
eye work or other 
activities at the 
head area. 


RECOVERY BED 


Bed is equipped with fittings for 
1506PG Slida-Side Safety Sides 
which offer greatest possible protec- 
tion, especially when bed is used for 
recovery. Large ball bearing casters 
make this an easy bed to move from 
Recovery or Intensive Care Areas to 
patient’s room. 


ORTHOPEDIC 
BED 

» When both head 
and foot pieces 
are removed, the 
bed will accom- 
modate standard 
round tube over- 
head fracture 
frame for ortho- 
pedic use. 





FRACTURE 
BED 


piece removed, end 
of bed is flush with 
mattress surface, al- 
lowing a direct pull 
at mattress level for 
traction with Bucks 
Extension. 


leeuiailieeemeneeees 


DELIVERY 


REGULAR ROOM BED 


The bed is a handsome furniture 
piece that looks well in the standard 


modern hospital room, and works in 
conjunction with other hospital 
room furniture and equipment. 
HARD '’s 12-year guaranteed PG 
16-position spring provides Tren- 


BED 
Bierhoff knee 
crutches quickly 
and easily installed 
at foot end for 


delenberg, Fowler and Hyper- emergency deliver- 
Extension as well as all standard ies. 
treatment positions. 








fe car PS a RARE DR ti Rs 
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: 
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No. 1484RG 30” WIDTH = No. 1486PG 36” WIDTH 


HARD MANUFACTURING COMPANY 


FOUNDED IN 1876 


1 


BUFFALO 7,NEW YORK = 
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> CHICAGO HOST TO HOSPITAL-MEDICAL 
EDUCATION MEETINGS—February was 
a busy month for the hospital and 
medical world in Chicago. 

@ Feb. 9-11 the American Col- 
lege of Hospital Administrators 
held its first Congress on Adminis- 
tration, in connection with the Col- 
lege’s 25th anniversary. Applica- 
tion of modern. business and 
administrative principles to hos- 
pitals was discussed. Details p. 90. 

@ Feb. 11-13: At a hospital sec- 
tion meeting of the National As- 
sociation of Methodist Hospitals 
and Homes it was recommended 
that the general secretary of the 
organization establish a committee 
to advise on policy matters per- 
taining to various aspects of hos- 
pital work. Details p. 92. 

@ Feb. 8-11 were the meeting 
dates of the 54th Annual Congress 
on Medical Education and Licen- 
sure. The effect of societal changes 
on medical education and medical 
and hospital care were analyzed 
by those participating in the con- 
gress. Details p. 95. 


> REPORT FROM WASHINGTON—House 
Appropriations Committee Chair- 
man John E. Fogarty (D-R.I.) sent 
a letter to President Eisenhower 
in which the congressman outlined 


his recommendations,  incorpo- 
rating the American Hospital As- 
sociation’s recommendations, for a 
hospital construction and renova- 
tion program as an antirecession 
measure. 

Stated Rep. Fogarty: “I re- 
spectfully urge... that you revise 
the Hill-Burton estimate to pro- 
vide for the full grants authoriza- 
tion of $210 million {basic and ex- 
panded programs] for 1959. 

“Outlined below are some con- 
siderations which establish the 
importance hospital construction 
and renovation would have in any 
program to stimulate the economy 
through construction programs 
financed by the federal govern- 
ment. 

“First. Hospital construction and 
renovation would have a more 
rapid impact on the economy than 
would most other kinds of con- 
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State-wide and up to 
construction and 


struction. 
date hospital 
renovation plans have been made 
in all the states. 
“Second. At 
and state level, 
machinery is in existence and has 
long been dealing with these mat- 


both the federal 


administrative 


ters. 

“Third. If funds were available, 
quickly 
public 


many projects could be 
reviewed by existing 
agencies and construction started 
in a very short period of time. A 
year ago the Public Health Service 
estimated that if unlimited funds 
were available, more than $2 bil- 
lion of hospital construction could 
be initiated in fiscal 1958 
and 1959. 

“Fourth. The need for hospital 
construction and _ renovation is 
widely spread throughout the 
United States. There is appreciable 
need for new construction in many 
of the rapidly expanding suburbs 
of our larger cities and still great 


years 


unmet need in our smaller com- 
munities and rural areas. Renova- 
tion needs are mainly concentrated 
in metropolitan centers, 
larly those in the northern and 


particu- 
eastern states, but they are by no 
means limited to those states 
“Fifth, Hospital construction and 
the installation of hospital equip- 
ment kinds of 
highly skilled personnel than does 
most other work 
Consequently, a hospital construc- 
tion program have great 
impact on retaining highly skilled 


requires more 


construction 
would 


persons in their particular fields. 


In addition, hospital equipment 
requires the employment of highly 
skilled manufacture 
and has far reaching effect on pro- 


duction plants and which 


labor in its 


labor 


Worth Quoting suillicapaaiadia 


munity health program. . 





generally would not participate in 
a public works program. 

“Sixth. Renovation of hospital 
plants depends primarily on local 
contractors, supplies, and 
local Jabor. Such a program would 
have immediate effect on the 
economy of local communities. 

The program, Rep. Fogarty 
“could be undertaken 
through additional grants under 
the Hill-Burton act, with appro- 
priate adaptation in the method 
of distributing the funds, or much 
of it—especially the renovation of 
existing hospitals—could be car- 
ried out through loans carrying no 
interest or very low rate of inter- 
est.” 

(For earlier and related reports 
from the nation’s capital see pp 
88-89.) 


local 


wrote, 


> CINCINNATI COUNCIL NAMES SECRE- 
TARY AFTER REORGANIZING——Jerry N 
Ransohoff has been appointed 
executive sec- 
retary of the 
newly reorgan- 
ized Greater 
Cincinnati Hos- 
pital Council. 
Mr. Ransohoff, 
40, was medical 
editor of the 
Cincinnati Post 
for nine years 
Offices of the 
council have 
been set up at 2212 Victory Park- 


MR. RANSOHOFF 


way, Cincinnati 6. 

Mr. Ransohoff stated that the 
existing superintendents’ 
was reorganized because of an in- 


council 


creased need for closer coordina- 
tion of civil defense and disaste1 
desirability of 
public 


planning, unified 


recruiting and relations 





“*, .. It seems to me that if we as individuals display the characteris- 
tics of leadership and apply the principles of organization to the very 
utmost of our abilities that our associations will become more than 
just a name of a hospital group to the public. I think the public 
will have every confidence in us as a major contributor to its com- 
-"—Tol Terrell, president of the American 
Hospital Association and administrator, Shannon West Texas Memorial 
Hospital, San Angelo, in a speech at the 1958 AHA Midyear Conference. 








programming, and the need for a 
common approach to various com- 
munity health problems. 

Eighteen hospitals in the seven- 
county area of Ohio, Kentucky, 
and Indiana comprising the greater 
Cincinnati area are members of 
the council. 


p> NEW YORK, PHILADELPHIA, PITTS- 
BURGH BLUE CROSS HEARINGS CON- 
cLupbED—-A rate increase for As- 
sociated Hospital Service of New 
York (Blue Cross) has been re- 
jected by the superintendent of 


insurance for New York State. 
Consideration to future requests 
by the Plan for a rate increase will 
be given immediate attention, how- 
ever, the commissioner stated. De- 
tails p. 99. 

@ In Philadelphia, the state in- 
surance commissioner held nine 
days of hearings on a proposed 
rate increase there. Among other 
things, the Philadelphia Plan 
sought approval of a new reim- 
bursement formula for hospitals, 
approval of a new cooperative 
contract, and approval of new 





4 


/ 


About Soph... 


... and with good reason. Staph is a real trouble maker. 
Staphylococcus aureus—to be more formal—is vicious. 
It invades every part of the hospital. Wherever 

there are people, it can multiply. In dust, staph lives 


for weeks waiting to re-infect. 


Once staph gets on the loose, there’s no telling 
where it may turn up next... operating rooms 

. . nurseries ... patient rooms... laundry . . . food 
service. Among insidious troubles it can cause are 
postoperative wound infection . . . staphylococcal 


pyoderma . 
pneumonia and enterocolitis. 


. . puerperal mastitis . . 


. Staphylococcal 


(Editor’s note: In fact, staph infection can pave the way 
for strep infection, too. If strep gets into a wound 
with antibiotic-resistant staph . . . parenteral penicillin 
won't stop or prevent strep infection even when the strep 
organisms are penicillin sensitive.) 

Stopping staph troubles—or never letting them start— 
that’s the problem. Careful attention to total 
environmental asepsis. . . critical evaluation of disinfection 
procedures and the disinfectants used... is an 


important part of the answer. 


Take Lehn & Fink disinfectants, for instance. 
All three—Lysol®, O-syl®, and Amphyl® —kill even 
antibiotic-resistant staph. Besides being staphylocidal, 
they kill all pathogenic organisms . . . including 
fungi and TB bacilli . . . commonly known to cause 


cross infection in hospitals. 


Let us show you how to use our disinfectants 
to control the spread of staph. Won’t you write us at 
445 Park Avenue, New York 22, N. Y.? 


Professional Division 
Lehn & Fink Products Corporation 





subscription rates. Details p. 97. 

@ Later, in hearings less charged 
with emotion than those in Phila- 
delphia, the Hospital Service As- 
sociation of Pittsburgh testified on 
its proposed rate increases. 

Plan President William H. Ford 
said his Plan lost $4 million on its 
21-90 contracts (21 days of fully 
paid care; 90 days of half pay) 
from 1953 through 1957, with $1.3 
million of this loss occuring in 
1957. 

Mr. Ford said that good hospital 
care must be paid for and that 
“bargain basement shopping will 
not get quality.” He called for a 
“properly formulated research” 
project to define the areas of abuse 
and over-utilization of Blue Cross 
benefits. 

During testimony on the Plan’s 
board structure, Insurance Com- 
missioner Francis Smith asked: 
“How can hospital trustees and 
administrators work for Blue Cross 
one minute and change hats to 
work for hospitals the next?” 
There was also a lengthy exami- 
nation of the system used in elect- 
ing Plan board members. 

No decision has been announced 
yet. 


>3 MICHIGAN SUITS TEST HOSPITAL 
AUTHORITY—Questions of hospital 
authority in restricting the prac- 
tice of physicians have been raised 
in three lawsuits brought in Michi- 
gan. Details p. 91. 


> WHO ARE THE JCAH COMMISSIONERS? 
—A brief story concerning the 
activities of the Joint Commission 
on Accreditation of Hospitals and 
a photograph of the commissioners 
appear on p. 99. 


> BLUE CROSS MEMBERSHIP ON SEPT. 30, 
1957: 55,198,034—-Membership in 
the 85 approved Blue Cross Plans 
totaled 55,198,034, as of Sept. 30, 
1957, the Blue Cross Commission 
reported. This was an average of 
2.49 members per subscriber con- 
tract. 

During the first nine months of 
the year, the net growth was 
1,282,587 subscribers. 

The net growth of 287,097 new 
members during the quarter 
marked the fifth lowest third quar- 
ter in 20 years. Twenty-six Plans 
registered enrollment losses dur- 
ing the third quarter of 1957. 
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This is a mark you have never seen before 


... but you will see it again and again 

because it is the new mark of Mead Johnson & Company. 

It Is Our new symbol of service in medicine. 

The flame symbolizes life, appropriately so 

because the business of Mead Johnson & Company 

is that of sustaining human life by serving the physician 

through the development of better nutritional and pharmaceutical 
products... The flame, too, is symbolic of the dedicated 
knowledge of the medical profession with which we have been 
identified for 50 years... The contrasting field in which 

the flame burns, the square, has attributes which we strive to 
make the disciplines of our Company—stability, exactitude, 
precision and absolute dependability. In these terms we kee} 

faith with the medical profession ... We hope you like our new mark, 
and that when you see it in our advertising, on our products and 
correspondence, on our laboratories and office buildings 

it will recall to you the spirit that animates all of 


our people and their activities. 


Mead Johnson 


Symbol of service in medicine 









Many physicians who have seen the new Mead Johnson mark 





have said they see in it the shape of an “S.’”’ And they tell us this 






seems fitting, because they have long been aware of our 












Company’s record of service for which, they say, the letter “S 
must stand ... This, of course, is deeply gratifying to us, for indeed 
it has been for 50 years the unflagging resolution of this Company 
to be a symbol of service in medicine at all times—through products 
developed out of research in the nutritional and pharmaceutical 
fields .. . products we conceive to be integral with all 

the other elements of a broad service philosophy 


geared to the needs of the medical world of today and tomorrow. 


Mead Johnson 


Symbol of service in medicine 








at no 
Cost to 


Happy 

Lynn Patricia, aglow 
with health, is a 

Blue Ribbon winner, 
pride of her doctor 
who selected 
VARAMEL to get her 
Off to a strong start. 


e Made from milk of outstanding purity. 
e Scientifically formulated for optimum 
nutrition. 

e Helps prevent colic.1 Butterfat re- 
placed by easily digested vegetable oils. 


e Twice homogenized for better digestion 
and absorption. 


Other products— Baker's Modified Milk 
—acompletely prepared formula in liquid 
and powder form. 


. BEGIN DEVELOPING BLUE RIBBON BABIES 
IN YOUR HOSPITAL WITH... 


A scientifically formulated evaporated milk product 
prepared exclusively from Grade A Milk* 


VARAMEL is formulated specifically for development 
of Blue Ribbon Babies—those with sound muscula- 
ture, a normal blood picture, and ability to resist in- 
fection. VARAMEL gets the baby off to a strong start 
in the hospital—sends him home, well on the way to a 
healthy, happy future. 


When baby goes home send Varamel too! 


e Permits prescribing carbohydrate of 
choice. No sugar added. 

e Provides adequate amounts of all known 
essential vitamins plus much-needed iron. 
e Available only through ethical drug 
channels — assures medical supervision. 

e Economical to use — eliminates need for 
additional vitamins and iron. 


*Made from Grade A Milk (U.S. Public Health Service 
Milk Code) which has been modified by replacement of 
the butterfat with vegetable oils and by the addition of 
vitamins and iron. No carbohydrate has been added 





Approximate Analysis 


Protein .9% Calcium 0.19% 
Carbohydrate Phosphorus... 0.15 
Fat Iron 0.0016 
Ash Moisture 79.8 





32 Calories per fi. oz. 
Average dilution—equal parts of Varamel and water 
plus sufficient carbohydrate to make 20 calories per 
fluid ounce. 








1, Bresiow, L.: Clinical Appr@ach to Infantile Colic. J. Pediat. 50: 196-206, 1957. (Reprint sent on request.) 


r Laboratories, Inc. + Cleveland 3, Ohio 
Milk Products Exclusively for the Medical Profession 
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win VERI-FIRE' ; 
PERFORMANCE TRA CER 


A STARTLING NEW FLOOR 


FINISH THAT IS BOTH 
VISIBLE ana INVISIBLE 


.. STYLE’S LOOKING GLASS 
LETS YOU SEE APPLICATION, 
WEAR and REMOVAL 


THRU VESTAL researcn ... ANOTHER NEW PRODUCT FOR BETTER MAINTENANCE 
20 H ' 





END DECEPTION 

Your eyes can be easily deceived. They'll see a high gloss on floor finishes when the gloss 

réally is on the floor itself; they'll tell you one finish lasts as long as onother when there's a 

big difference in the wearing qualities of the two; they'll mislead you into believing your 

floors are well protected when the floors aren't protected at all. 

Why? Because the thin film left by floor finishes can't be seen. It's transparent. That's why 
the gloss you see may be a shine on bare tiles, not a shine on protective finish. 


DON'T GUESS...KNOW 
Now for the first time mew tell-tale STYLE ends the guess work—gives you the true picture 
of the finish on your floors. 


New STYLE with the "Performance Veri-fire’ is invisible under ordinary light, but when you 
~ cast, safe easily-avai black light (Long Wave Ultraviolet Illumination) on the new STYLE 
finish, it immedia glows—you see the finish. See the comparative photographs below of 
the 4 floor tile panels, each under ordinary light and under “black light.” 


WHAT YOU SEE 


UNDER BLACK 
LIGHT 


_ UNDER REGULAR 
LIGHT 


Leveling is actually poor. 


Proves application is uniform. 


What is STYLE? 


STYLE is a completely synthetic floor 
finish consisting of long-wearing co- 
polymer plastic resins, dispersed in 
water emulsion form. Producing a 
longer-lasting, protective finish on 
floors, it is designed to replace self- 
polishing floor waxes. It has high wa- 
ter resistance — (permits damp mop- 
ping)—yet it is easily removed by 
ordinary wax stripping methods. A 
coating of STYLE is dirt-resistant and 
scuff-resistant—retains its initial bril- 
liance longer than any wax product. 
This means lower labor costs while 
maintaining excellent appearance. 


How does STYLE’S “Veri-Fire” Work? 
Simple, very simple . . . a portable 
black light is held above the STYLE 
finished floor. Immediately, like a 
touch of magic, the looking glass 
fluorescence in the STYLE finish takes 
fire and TELLS: 


1. If application is complete and uniform. 
2. If good leveling has been obtained. 
3. If the finish requires re-application. 
4. If there's too much build-up. 

5. If stripping has been complete. 


Right before your eyes the true con- 
dition of the floor finish has been 
positively determined. You can then 
take the necessary steps as indicated 
by the black light analysis. 


What does this Tracer mean to you? 
It means that with the use of STYLE 
on your floors, you can keep tight con- 
trol over your maintenance program 
. . . Eliminate wasted man hours... 
Eliminate excessive use of materials 
.. . This gives proof positive at all 
times that you have a quality produc Se 
This guarantees dollar savings to you 


Only STYLE Dares to Tel/! 


Only STYLE can risk the “ Veri-Fire”’ 
Performance Tracer! 


Only STYLE /ets you see for yourself! 


Look in the Looking Glass! 
Without obligation we will send our 
representative and his “black light” 
to demonstrate right on your own 
floor that STYLE is a revolutionary 
product with revolutionary perform- 
ance control . SEEING IS 
BELIEVING. Just write us on your 
letterhead. But do it TODAY. 





A\ INCORPORATED 


4963 MANCHESTER AVE. 
ST. LOUIS 10, MISSOURI 


If fluorescence is gone you know 
stripping has been complete. 


You can only guess if stripping 
has been complete. 


WEST COAST PLANT @ MODESTO, CALIF. 
Vestal Products ore Warehoused in all Principal Cities 
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ghintons and ideas 


Two new booklets explore 
going-to-hospital theme 


Children’s Hospital in Colum- 
bus, Ohio, recently published a set 
of companion booklets to solve a 
problem common to many hospi- 
tals—how to prepare both the pa- 
tient and the parents for a child’s 
hospital experience. 

One booklet is a 32-page picture 
book telling the child’s story in 
the words and through the eyes 
of a child. The other is a compre- 
hensive, 16-page manual telling 
parents exactly what they can and 
should do to help their child. 

The picture book, The Time 
Dede Went to the Hospital, is de- 
signed for boys and girls from 3 
to 10. The simple text can be read 
to pre-schoolers by their parents. 
The photographs make it possible 
for the child to become familiar, 
in advance, with many typical 
scenes at Children’s Hospital. 

A 6-year-old girl, Dede, tells her 
own story rather than an adult 
telling it in the third person. This 
device was chosen on a theory 
that children pay more attention 
to other children’s stories than to 
those told by adults. 

The parents’ manual, For Mother 
and Dad, emphasizes the parents 
as members of the “healing team”’. 
It is designed to help them do their 
part with a minimum of wasted 
motion. 

In the parents’ manual it is 
made very clear that if hospital 
care means a financial crisis at 
home, the hospital will help work 
out the problem through credit 
counselors. The welfare of the 
child comes first. 

Robert M. Porter, administrator 
of Children’s Hospital, reports that 
hospital staff members and em- 
ployees, professional and non- 
professional, contributed their ex- 
perience and thinking in the 
development of the _ booklets. 
“Their insight into child psychol- 
ogy and problems of worried par- 
ents set up necessary guideposts 
in preparation,’ he said. ‘Each 
paragraph was tested for practical 
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soundness as well as for factual 
accuracy against the _ personal 
knowledge of the hospital people 
concerned.” a 


Schiaparelli designs 
pastel uniforms for nurses 


The woman in white may soon 
be the woman in the rainbow, 
since the recent introduction of 
Elsa Schiaparelli’s shocking pink, 
aquamarine and pale blue nurses’ 
uniforms and caps. The French 
designer reports the use of color 
was suggested by many physicians 
to boost the morale of patients, 
especially those in children’s 
wards. 

The stylist, however, has re- 
tained white as the color for most 
of the 17 models in the collection, 
but has softened the uniform look 
with turtleneck, mandarin and 
face-framing collars; free-flaring 
skirts, and bodice treatments rang- 
ing from bibs and pleats to off- 
center and V accents. 

The styles were recently shown 
at a fashion show presented at the 
New York Medical College Audi- 
torium by students of the Flower- 
Fifth Avenue School of Nursing, 
New York City. . 


California hospital uses ads 
to offset house organ costs 


Although most hospitals recog- 
nize the public relations value of 
a house organ to the hospital, its 
employees and the community, 
many of them are reluctant to 
undertake publication because of 
the financial problems involved. 
Hospitals that receive funds from 
the Community Chest and other 
campaigns, moreover, hesitate to 
allocate large sums of money to 
such ancillary projects as a house 
organ. 

A community-supported insti- 
tution and faced with the financial 
situation, Mount Zion Hospital, San 
Francisco, solved the problem by 
soliciting advertising to cover part 
of the costs of publishing its 
monthly Bulletin. 

The hospital tries to get adver- 


tisers closely tied in with the medi- 
cal field or the hospital. The ads 
themselves have to be in accord- 
ance with the dignity and ethical 
standards of the medical profes- 
sion. An advisory board of the hos- 
pital’s medical staff checks on the 
nature of the advertisers and 
clears all copy for the house organ. 
The Bulletin is published by the 
medical staff. 

The hospital had to 
with national and local 
and professional journals for ad- 
Although Bulletin cir- 
culation is small (12,000 quar- 
terly), Mark Berke, director of 
the hospital, reports that the ad- 
vertisers were approached on the 
idea that the readers were not 
only intensely interested in every 
page of the Bulletin, but that they 
were also anxious to support any 
advertiser who _ patronized its 
pages. The hospital emphasized 
that it was not asking for a “hand- 
out”, but that these ads would be 
good business for the advertisers 

The Bulletin has passed its first 
renewal period for advertisers 
with no casualties. “In fact, we 
have a waiting list for advertisers,” 
Director Berke reports, “and the 
ads now cover one-third of our 
* 


compete 
medical 


vertisers. 


publication costs.”’ 


Patient tithes hospital 
through Christmas Club gift 


The practice of “tithing”, the 
giving of a part of one’s income 
for a religious or charitable pur- 
pose, goes back to Biblical times. 
In its purest form, the gift amount 
is equivalent to one-tenth of the 
yearly increase arising from the 
profits of land or personal in- 
dustry. 

Old as the custom is, it took an 
Attleboro (Mass.) man to give 
“tithing” a new twist to show his 
appreciation to his community 
hospital. The result has been the 
addition of $600 to the funds of 
Sturdy Memorial Hospital each 
year during the past 12 years. 

In 1946 after Alexander F. Tan- 

(Continued on page 102) 
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This new E & J portable is now 
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Proven in use in major hospitals... 






positive control... precision tooled 






for quick, safe, sure operation 







even under the most extreme 


circumstances. Most important to 






you, it’s available and priced right! 






Basic operating head only $550" 







With the 1958 model accessories 





shown below, you can have 






full-range equipment, and 









true portability, too! 





Prices F.O.B. Burbank 






For complete data on any E& J product, write or call 





E& J Manufacturing Company, 100 East Graham Place 
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DEKNATEL PLASTIC PAK 


@ Proved in routine hospital use 
with Deknatel Surgical Gut. 


@ Requires no change 
in your sterile technique. 


@ Sterilize in formaldehyde as 
you have always done with 
glass tubes. 


@ Eliminate the hazards of glass 
with the hermetically-sealed 
Deknatel Plastic Pak—proved 
to give you all the reliability 
of glass. 


@ Use Deknatel Surgical Silk— 
long acknowledged the 
leader because of its strength 
and uniformity. 


EL - PLastic PAK 


Fh ee 
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MAKE THIS SIMPLE “SQUEEZE TEST” 


as thousands of others have done. 
Squeeze a Deknatel Pak with all the 

strength of your fingers... prove 

to yourself that it will not leak. 


SETS NT RTL N ICS OATES METI T 
AN IMPORTANT STATEMENT 


—from a feature article in America’s foremost pack- 
aging magazine about Deknatel Plastic Pak: 

. The halofluorocarbon formulation used by Dek- 
natel is rated as completely impermeable (no weighable 
loss in 90 days or more) to water, acetic acid, ethyl 
alcohol, methyl alcohol, formaldehyde, hydrochloric acid 
and sodium hydroxide...” 








From: “Enter Fluorocarbon Film", Modern Packaging Magazine, 
November 1957. Complete article available upon request. 
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Skin graft donor site after 2 weeks’ treatment with... 
petrolatum gauze—still | ’ rauze— 
largely granulation tissue completely epithelialized 








OBJECTIVE EVIDENCE OF 
SUPERIOR WOUND HEALING 


was obtained in a quantitative study of 50 donor 









sites, each dressed half with FURACIN gauze, 






half with petrolatum gauze. Use of antibacterial 





FURACIN Soluble Dressing, with its water-soluble base, 





resu._. J in more rapid and complete epithelialization. 





No tissue maceration occurred in FURACIN-treated 






areas. There was no sensitization. 


Jeffords, J. V., and Hagerty, R. F.: Ann. Surg. 145:169, 1957 


FURACIN"’.. .» 


the broad-range bactericide that is gentle to tissues 










spread FURACIN Soluble Dressing: FURACIN 0.2% in water- 
soluble ointment-like base of polyethylene glycols. 





sprinkle FURACIN Soluble Powder: FURACIN 0.2% in powder 
base of water-soluble polyethylene glycols. Shaker-top vial. 





spray FURACIN Solution: FURACIN 0.2% in liquid vehicle of 
polyethylene glycols 65%, wetting agent 0.3% and water. 






N.Y. 





EATON LABORATORIES, NORWICH, 









Nitrofurans—a NEW class of antimicrobials—neither antibiotics nor sulfonamides 
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service from headquarters 


Hospital disease indexing 


In considering participation in the 
Professional Activities Study we have 
wondered what position the American 
Hospital Association has taken with 
regard to the use of the International 
Code as compared with the Standard 





Nomenclature of Disease. 


At the present time there is a 
comparative study under way 
concerning the comparative effect- 
iveness of the International Sta- 
tistical Classification and the 
Standard Nomenclature of Dis- 





( Hospital ; 
\PRG:PANT 


The perfect * 
garment for the 
incontinent patient 


Senility, post-operative, maternity, 

congenital, whatever the case, Hospital 
PRO-PANT stops bed and garment soiling — excellent for 
training in rehabilitation programs. 


One piece; polyethylene plastic, Sanforized cotton 
flannel lined, elastic at waist and thigh for snug, no-seep fit, 
stainless steel snaps. Can be washed, boiled, bleached. Waist 


sizes to fit men, women, children. 


*these leading distributors report enthusiastic endorsement 
by hospitals all over the country — 


Meinecke & Co., Inc. 
Will Ross, Inc. 

The Burrows Company 
Rhoades & Company 
Fisher-Cohen Company 


Roger D. Kenney Company 
Continental Hospital Service, Inc. 


American Hospital Supply Co., Inc. 


Literature on request to Dept. H 
NATIONAL SALES AGENT 


orporation 


207 EAST 43rd STREET 
NEW YORK 17, N. Y. 


Manufactured by: MURRAY SALK, INC., Boston, Mass. 
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eases and Operations as a classifi- 
cation system for hospital disease 
indexing. The following statement 
on the hospital’s use of the Stand- 
ard Nomenclature of Diseases and 
Operations, and the International 
Statistical Classification of Dis- 
eases, Injuries and Causes of Death 
has been approved by Doris Glea- 
son, executive director of the 
American Association of Medical 
Record Librarians; Dr. Kenneth 
B. Babcock, director of the Joint 
Commission on Accreditation of 
Hospitals; Dr, Austin Smith, editor 
of the Journal of the American 
Medical Association, and Dr. Ed- 
win L. Crosby, director of the 
American Hospita] Association: 

“The Standard Nomenclature 
should be used by the medical 
staffs of all hospitals to report the 
clinical diagnoses on patients dis- 
charged from the hospital. The 
terms in the Standard Nomencla- 
ture are approved standard terms 
for describing and recording clini- 
cal and pathological observations 
so as to provide a universal and 
uniform terminology of diagnoses. 

“In addition, it is reeommended 
that the medical record librarians 
use the numbers of the Standard 
Nomenclature, in establishing the 
diagnostic index for the hospitals. 
The number of groups used should 
be determined locally and depend- 
ing on such considerations as the 
number of patients seen and the 
desires of the medical staff, as rec- 
ommended by the Medical Records 
Committee. 

“Preliminary study has _indi- 
cated that certain modifications of 
the International Statistical Clas- 
sification might render that list 
adaptable for use as a diagnostic 
index. It is strongly recommended, 
however, that until the effective- 
ness of these modifications has 
been evaluated through the media 
of pilot studies that the Standard 
Nomenclature of Diseases and Op- 
erations be used by hospitals both 
as a nomenclature and as a classi- 
The earwers to these questions should not be con- 


strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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the dollar that comes back... 


A Johnson air. conditioning and.heating control system will actually 
return every dollar of its cost and pay you generous dividends over the 
life of your hospital! That’s just one reason why most of the nation’s 


leading hospitals have Johnson Pneumatic Temperature Control Systems. 


Johnson Service Company, Milwaukee 1, Wisconsin - Direct Branch Offices in Principal Cities 
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fication system for indexing dis- 
eases and operations.” 


The American Hospital Associa- 
tion is one of the sponsoring or- 
ganizations of the Commission on 
Professional and Hospital Activi- 
ties. We are very much interested 
in the professional activity study 
and believe that it has a great deal 
to offer. We do not believe that any 
hospital should be deterred from 
participating in this study because 
the International Statistical Clas- 
sification Code is used rather than 
the Standard Nomenclature coding 
system. The Joint Commission on 
Accreditation of Hospitals accepts 
the International Statistical Clas- 
sification as meeting its require- 
ments, provided the terminology 
of Standard Nomenclature is used 
to describe diagnoses. 

We believe it is important for 
hospitals to recognize the differ- 
ence between a nomenclature and 
a classification system. The Stand- 
ard Nomenclature is the only offi- 
cial source for correct terminology 
to be used in recording diagnoses. 
The International Statistical Clas- 
sification is not a nomenclature, 


and since its primary purpose is to 
achieve uniform morbidity and 
mortality data internationally, it 
necessarily contains many fre- 
quently used but unacceptable 
terms. —HELEN D. MCGUIRE 


Emergency room staffing 


We would like information regard- 
ing an efficient operation of a hospi- 
tal emergency room schedule. 

The current plan in operation is 
for each doctor, regardless of specialty, 
to take a 24-hour tour of duty in the 
emergency room, answering all calls 
and making the proper referrals. This 
has met with criticism, as have other 
methods tried. 


The problem of staffing emer- 
gency rooms in hospitals is one 
that has been increasing of late. 
The American Hospital Associa- 
tion realizes the importance of 
this hospital function and also the 
difficulties which many hospitals 
undergo in an effort to provide 
this coverage. 

Recently the AHA appointed a 
special committee to study this 
area of hospital service, particu- 
larly with reference to adequate 


staffing by physicians. This com- 
mittee as yet has made no recom- 
mendations but we expect some 
before long. 

At the present time, most hos- 
pitals with no interns or residents 
staff the emergency room either 
by hiring house officers or by 
rotating members of the medical 
staff, such as you have mentioned. 
The latter system works very well 
in a great number of hospitals. If 
it finds criticism at your hospital, 
it would seem imperative that the 
exact reasons for this difficulty be 
spelled out and resolved if possible. 
The resolution of such problems 
may fall within the realm of the 
Joint Conference Committee. 

The medical staff of a hospital, 
particularly the active staff, has 
as one of its responsibilities the 
staffing of an emergency room 
when such is maintained by a hos- 
pital. If a physician wishes to use 
the facilities of a hospital to treat 
his patients, he should be willing 
to accept the responsibility of tak- 
ing his turn in covering the emer- 
gency room. 

J. R. ANDERSON, M.D. 
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No need to hunt around for instru- 
ments, wasting minutes and mo- 
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hand. Emergency room efficiency 
can be maintained at its peak when 
pre-sterilized instruments (includ- 
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for visible sterile storage. 
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and débridement of wounds. 
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1:1000 in 8 oz. and 1 gal. 
bottles. Concentrate (12.8% 
buffered aqueous solution) in 
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Newly born 


the Newborn 


Recent clinical reports (J.A.M.A. 164:1331, July 20, 1957) have stressed 
the adequacy of low doses of water-soluble vitamin K analogs for infants 
and especially the undesirability of excess dosage in prematures. So you 
will be glad to know of these two new dosage forms of Synkayvite: 

Ampuls, 4% cc, 1 mg, boxes of 12 and 100 

Ampuls, 42 cc, 2.5 mg, boxes of 12 and 100 
Still available are these familiar forms: 

Ampuls, 1 cc, 5 mg, boxes of 6, 25 and 100 

Ampuls, 1 cc, 10 mg, boxes of 6, 25 and 100 

Ampuls, 2 cc, 75 mg, boxes of 6 and 25 
Synkayvite administered routinely to the mother before delivery, or to the 
infant, is valuable, low-cost insurance against neonatal hemorrhage. 
Synkayvite similarly protects surgical patients — especially tonsillectomy 
and biliary tract cases — from the hazards of lowered prothrombin levels. 
Synkayvite is now available in convenient, color-break ampuls providing a 
full range of choice in dosage, according to the needs of prematures, full- 
term infants, older children and adults. 
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guest editorial by F. Ross Porter 


—lagging OPD progress 
Excepting less than half a cen- 
medical care 
has been 


tury, almost all 
throughout the 
home care. The physician has gone 
to the patient because all his weap- 
ons against disease could be car- 
ried with him and because travel- 
ing conditions made it more 
sensible for him to go to the patient 
than for the patient to abet his ill- 
ness by going to the physician. 
In a few short decades fantastic 
changes in the armament of the 
physician and in communication 
have reversed this age-old pattern. 
Medical practice is largely office 
and hospital practice. The patient 
comes to the physician because the 
physician cannot take his 
with him and because the patient 
can readily and safely go to him. 


ages 


tools 


Early in the process of these 
changes the hospital emerged as 
the physician’s workshop for those 
patients requiring the greatest con- 
centration of his newly-found 
weapons against disease. Some of 
the large hospitals developed ‘“‘dis- 
pensaries” where the staff and com- 
munity might discharge some of 
their obligation for the nonbed 
care of the poor and where ad- 
missions to the charity wards of 
the hospital might be screened. 

Accelerating additions to the 
sum of medical knowledge changed 
the disease entities occupying hos- 
pital beds and created the need for 
and the existance of specialized 
medical practice. Concomitantly, it 


F. Ross Porter is superintendent, Duke 
Hospital, Durham, N.C 
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changed the dispensaries to large 
outpatient 
diagnosis and treatment of the dis- 
eases of both indigent and medi- 
cally indigent patients. The illus- 
trated value of concentrating both 
specialists and tools for the treat- 
ment of outpatients as well as bed 
patients caused a great upsurge in 
group-practice clinics in private 
practice and the development of 
private outpatient departments in 
the larger medical centers. These 
developments continue. 

Figures from the medical center 
at Duke University illustrate how 
rapidly the ratio of outpatient to 
inpatient services in this kind of 
hospital has changed in the past 


departments for the 


20 years. During this period there 
has been a continuing increase in 
the number of patients, but the 
number of outpatient visits per in- 
patient discharge has more than 
doubled. In 1935 there were 5.8 
visits to the outpatient department 
to every discharge from the hospi- 
tal. Twenty years later in 1955, 
there were 11.9 visits to every bed 
patient discharge. 

Historically, the patterns which 
developed in the 


have teaching 


centers, where physicians’ are 
trained, have become the patterns 
for medical 

We might 
whether or not the average hos- 
pital has moved rapidly enough 
toward establishing and develop- 
ing outpatient services for both in- 
digent and pay patients 

How slowly outpatient services 
are developing may be illustrated 
by ratios based on figures from 


practice elsewhere. 


question, however, 





general nonfederal hospitals as- 
sisted by the Duke Endowment in 
North and South Carolina.* From 
1946 through the first nine months 
of 1956 the ratio of outpatient visits 
to bed patients discharged increased 
by only one half visit from 1.94 to 
2.64. This 
crease in more than a decade is 


relatively modest in- 
even more modest in view of the 
fact that the Duke Endowment 
figures include those of four large 
medical school hospitals. 

The spread between the North 
and South Carolina figure of 2.64 
and the Duke University Medical 
Center Hospital figure of 11.9 does 
not necessarily indicate that all 
hospitals should provide outpatient 
services almost 12 times as often 
as bed services. It may indicate, 
however, some of the following: 

1. The proved popularity of 
clustered services at medical center 
hospitals may be indicative of the 
appeal offered by 
shopping centers. 


convenience 


2. Outpatient use of expensive 
hospital equipment may reduce the 
unit cost of service and thereby 
benefit the patient, the physician 
and the hospital. 

3. Easily 
services on a 


available outpatient 
“keep-well” 


may avoid or minimize costly in- 


basis 


patient services to the advantage 
of the patient who pays his own 
way and of the community which 
must pay for the patient who can- 
not pay. 

4. Grouping of various special- 
ists around the hospital for both 
inpatient and outpatient care makes 
for more efficient use of profes- 
sional time. It reduces the require- 
ments for both professional per- 
kinds and for the 
expensive equip- 


sonnel of all 
investment in 
ment. 

5. The ability of the hospital to 
provide total health service for the 
patient may increase the over-all 
quality of that service and may 
have a salutory effect upon the 
quality of the hospital’s educational 
activities. 

Much has been said and written 
about the role of the hospital as 
the center for community health. 
Have we been remiss in creating 
that role for the hospital? 


*The Duke Endowment Year Book 
number 25, page 35 
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Recent technological advances point up the need for 


aMofrting the oijpalieh’ 


by JAMES T. HOWELL, M.D., and ROBIN C. BUERKI, M.D. 


— IN any field is always 
impeded by the changes nec- 
essary in assimilating new ideas 
into an accepted way of life. To 
make mechanical changes may be 
expensive and time consuming but 
to change the concepts of people 
is infinitely more difficult. For 
example, to discuss new develop- 
ments in the outpatient depart- 
ments of hospitals invites a discus- 
sion of medical progress and 
problems caused by altered con- 
cepts of doctors, hospitals and the 
medical public. It invites a discus- 
sion of the future trends of medical 
education in our hospitals. 

The medical profession is caught 
in an avalanche of its own progress 
on the mountain of growing public 
demand for more extensive medi- 
cal care. In perfecting its scientific 
knowledge, developing technical 
diagnostic and therapeutic equip- 
ment, and producing new pharma- 
ceutical weapons, the profession 
has made dramatic inroads on 
dropping the infant and maternal 
mortality rates, eradicating the in- 
fectious killers of yesteryear and 
giving realistic hope for preventive 
medicine and surgery. 

The growth of the medical pro- 
fession has created the need for 
skilled technologists in clinics, 
laboratories and at the bedside. It 
has resulted in mobilizing scien- 
tists of chemistry, physics, elec- 
tronics and mathematics in the 
medical field; and in the need for 
competent administrators of medi- 
cal affairs, The medical profes- 
sion now faces the problem of 
making these technical advances 
easily available to the public and 
at the same time maintaining per- 
sonal doctor-patient relationships 


James T. Howell, M.D., is assistant di- 
rector, and Robin C. Buerki, M.D., execu- 
tive director, Henry Ford Hospital, Detroit. 


Hospitals must adapt their outpa- 


tient departments, the authors state, 
to make recent technological advances 
in diagnostic and therapeutic medicine 
readily available to the public. The 
authors suggest changes in organiza- 
tion and facilities of outpatient. de- 
partments to achieve this goal. 





which keynote good medical care. 


AVAILABLE TO PUBLIC 


The community hospital can 
feasibly house under one roof the 
new and expensive diagnostic and 
therapeutic tools of medicine and 
make them readily available to the 
public. These are the tools which 
will permit early diagnosis and 
better therapy. These are the tools 
which will pave the road to pre- 
ventive medicine and bring the 
ambulatory patient to the hospital. 
If this is true, it indicates that the 
outpatient departments of our hos- 
pitals must grow in size and facili- 
ties. When the facilities of an up- 
to-date hospital are used for both 
outpatients and inpatients, econo- 
mies are possible in the utilization 
of skilled nurses, technologists and 
medical consultants. Time is saved 
for outpatients in making accurate 
diagnoses and prescribing appro- 
priate therapy. These economies 
may ultimately help stem the tide 
of rising medical care costs. 

How, then, can the hospital out- 
patient department be adapted to 
fit the practice of medicine as we 
know it today—preserving the re- 
lationships between the doctor and 
his patient? 


CLINIC ENTRANCE SEPARATE 


To begin with, hospitals should 
include in their construction plans 
a clinic entrance for ambulatory 
patients near the diagnostic and 
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therapeutic facilities. Some hos- 
pitals have also set aside clinical 
suites in their buildings which are 
leased to independently practicing 
physicians. Different physicians 
may occupy the same space during 
different hours of the day, sharing 
the services of nurses, technolo- 
gists and secretaries. Private clinic 
buildings adjacent to but inde- 
pendent from the community hos- 
pital are also being built. 

A look at the statistics of the 
growth of the outpatient depart- 
ments of large private medical cen- 
ters is again indicative of the 
trend in ambulatory diagnostic and 
therapeutic medicine, For many 
years university hospitals have 
used outpatient departments as a 
necessary part of complete medical 
care. Many hospitals are expand- 
ing their emergency rooms because 
they have become, in effect, gen- 
eral medical and surgical out- 
patient clinics 


HOSPITAL AND CLINIC PATIENTS 


The opportunity to do complete 
diagnostic and therapeutic medical 
care in the outpatient department 
is almost limitless. It is important 
to realize that the outpatient de- 
partment can serve both hospital 
patients and clinic patients. In 
these days of sensitive mechanical 
and electrical equipment which 
should not be moved, a much bet- 
ter diagnostic effort can be made 
by bringing the patient, for ex- 
ample, to the electroencephalo- 
graphic room or to the treadmill in 
the pulmonary function labora- 
tory. The greater the standardiza- 
tion of the testing conditions, the 
better will be the interpretation 
and comparison of the results. 
There is generally no problem in 
mixing hospital patients with clinic 
patients in the diagnostic outpa- 
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tient area but considerable confu- 
sion may arise when outpatients 
are taken into the hospital area. 

As the trend toward preventive 
medicine, early diagnosis and am- 
bulatory patient therapy broadens, 
the need for the ready availability 
of technical facilities will increase. 
With the demonstration that com- 
plete annual health examinations 
can be done fo! corporation execu- 
tives in the outpatient department, 
the popularity of this type of pre- 
ventive examination will grow 
The same is true of cancer detec- 
tion programs. 

This type of medical] survey can 
be concentrated into two or three 
days or done in stages over two o1 
three weeks to suit the conveni- 

housewife 
should be 
planned according to patient need 
age groups and known medical 
They usually 


ence of executive or 


The examinations 


problems include a 
complete history, physical exami- 
nation, blood count, urinanalysis, 
and chest x-ray. They may and 
probably should be expanded to 
include the proctoscopic examina- 
tion, electrocardiogram, Papani- 
colaou smears, and x-rays of the 
gall bladder and gastrointestinal 


tract 
ELIMINATES HOSPITALIZATION 


Many technical procedures are 
now done in the cutpatient depart- 
ment. Blood transfusions for the 


chronic anemia patient can be 
done successfully in the clinic and 
after a period of observation of 
two to four hours such patients can 
return home. Elimination of hos- 
pitalization for these patients rep- 
resents great savings in money at 
no loss of efficacy of treatment 
Hematologists have shown. that 
bone marrow aspiration is a safe 


procedure to do in the clinic. 


Coatliathet to mddern Meded neegs 





Most of the new diagnostic and 
therapeutic techniques that have 
been developed using radioactive 
materials can be handled in the 
outpatient department. Radioac- 
tive iodine uptake and treatment 
procedures can readily be man- 
aged in the clinic. Both the diag- 
nostic and treatment studies with 
radioactive phosphorus, iron and 
chromium can be managed on an 
(Most of the 
therapy with radioactive gold is an 
inpatient procedure but this relates 


outpatient basis. 


more to the condition of the pa- 
than the handling of the 
substance. ) 

One of the new and valuable 
outpatient facilities in 
centers is the audiology service in 


tient 


medical 


conjunction with the otolaryngolo- 
gical service. Adequate and accu- 
rate hearing tests as well as speech 
rehabilitation represent important 
adjunctive services in comprehen- 
sive medical care. Testing does re- 
quire a soundproof room and since 
the volume of patients is not too 
great it is probably too expensive 
for most community hospitals. It 
is, however, a good example of the 
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complete medical care that can be 
offered in the outpatient depart- 
ment. 

The proctoscopic examination is 
now established as one of the more 
important procedures in a good 
health emamination. Any hospital 
outpatient department can make 
this procedure readily available to 
the patient. The same is true of the 
gastroscopic examination and the 
other endoscopic procedures which 
have become commonplace. 


REHABILITATION SERVICES 


There is no question of the im- 
portance and the growth of the 
rehabilitation aspect of medical 
care. The nature of the medical 
problems related to rehabilitation 
make it advisable to adapt such a 
service for both inpatients and 
outpatients incorporating it with 
the outpatient department. Not 
only are the usual services of 
physical medicine needed but also 
the equipment to perform func- 
tional retraining in occupational 
therapy. Practical training of the 
disabled patient in the activities of 
daily living is also a valuable part 
of therapy and facilities must be 
provided for this job. There is 
probably no other phase of medi- 
cine where the team work ap- 
proach to patient care is as neces- 
sary as in rehabilitative care— 
medical, surgical, psychiatric and 
social. 

The availability of diagnostic 
x-ray facilities will be an impor- 
tant focal point in the future am- 
bulatory preventive program. The 
volume of patients requiring this 
type of program will make it im- 
portant that the hospital prepare 
its x-ray department to serve am- 
bulatory patients. The same is true 
of the radiation therapy units. As 
knowledge of radiation therapy 
has increased and new equipment 
developed, it is plausible that 
much of this type of treatment can 
be carried on in the outpatient 
department. 

Increased life expectancy has 
heightened the problem of dealing 
with the malignant diseases. Just 
as early diagnosis and treatment 
are so vital to the cancer patient, 
so is the follow-up care important 
to the management of the malig- 
nancies. Early diagnosis requires a 
positive preventive program best 
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done in a well equipped outpatient 
department and the same is true of 
the progress visits. 

On the other hand a positive ap- 
proach to the management of the 
inoperable malignancy patient is 
just as necessary. There is a great 
deal which can be done for them 
physically and_ psychologically. 
With modern surgical techniques, 
radiation therapy, blood transfu- 
sions and drug therapy, the patient 





outpatient care in general 
hospitals, by region and 
type of residence 


Geographic region and type of residence 
have a limited effect on the number of out 
patients but a very substantial effect on the 
number of outpatient visits. The number of 
outpatients among persons who live in rural 
areas is low in the Northeast and North 
Central regions of the country, but is well 
above national averages in the South and 
West. These differentials apply also to total 
outpatient visits of rural people. On the 
other hand North- 


east and West have a comparatively high 


urban residents in the 
number of outpatient visits annually. Rates 
are well below the national average for 
urban persons in the North Central region 


and in the South 


TYPE OF RESIDENCE 


REGION 
ALL | URBAN); RURAL 
TYPES 


\Annual number of 
outpatients per 
1,000 population 


All regions 47 49 44 


Northeast . 46 50 38 
North central 45 50 36 
South 48 48 49 
West 49 44 58 


Annual outpatient 
visits per 
1,000 population 


All regions .|161 |179 |132 


Northeast . 195 | 234 81 
North central 121 | 147 82 

187 487 1377 
i ee ee 190 | 200 | 172 


—from ‘Factors in Outpatient Visits’ 
by Maurice E. Odoroff and Leslie Mor 
gan Abbe writing in Public Health 
Reports (72:6:478), June 1957. 





can be kept comfortable and en- 
gaged in useful activity. While 
short periods of hospitalization 
will be necessary for these pa- 
tients, much of the medical work 
can be done in the outpatient 
department. 


ON-THE-JOB EDUCATION 


The outpatient department pre- 
sents a medical educational oppor- 
tunity. Where patients are 
brought together for diagnosis and 
treatment there is always oppor- 
tunity to study instructive cases. 
The ease of consultation that is 
possible in the outpatient depart- 
ment not only promotes the team 
approach to medical problems but 
results in better medical care for 
the patient. The development of 
these professional approaches pro- 
vides a practical, on-the-job, con- 
tinuing medical education for the 
practicing physician. It also pro- 
vides the basis for outpatient 
training of young physicians. Am- 
bulatory care of major medical 
problems is a future trend in medi- 
cine. Young physicians, therefore, 
should have the advantage of out- 
patient training as a part of their 
educational background. 

In summary, recent scientific 
medical progress has promoted the 
development of technical diagnos- 
tic and therapeutic equipment, has 
led to the discovery of new phar- 
maceutical weapons and has cata- 
lyzed ambulatory medical care and 
preventive health programs. The 
methods by which these advances 
are incorporated into the practice 
of medicine need evaluation and 
study. The hospital outpatient de- 
partment is one place where all the 
technical instruments and proce- 
dures could be brought into one 
area providing complete care for 
the hospitalized patient and the 
ambulatory patient. The clinic 
which is used by many patients 
and many physicians can provide 
the economies in time, equipment 
and personnel so important to the 
future comprehensive scope of 
medical care. It is believed that 
the personal doctor-patient rela- 
tionships can be maintained and 
excellent medical care provided in 
the outpatient service of the com- 
munity hospital. A continuing 
practical educational opportunity 
can also be realized in the hospital 
outpatient department. . 
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Special section 
on the outpatient 


Syoarlinent 


Taking the ‘OPD’ out of the bargain basement — 


A fresh look at 


outpatient department problems 


TJ \HE PRESENT-DAY outpatient de- 
I partment is fulfilling many new 
As an integral part of 
the OPD can offer a 
diagnostic and 


functions. 
the hospital, 
wider range of 
therapeutic services than is ordi- 
narily available through individual 
practitioners. As a result, many 
OPDs offer 
oratory or x-ray examinations to 
paying patients referred by prac- 
ticing physicians. In some OPDs 
consultation is provided as well. In 
private care is provided 
either through solo practitioners 
with offices in the hospital or 
through organized group practice 
in the hospital setting. 

Despite this extension of serv- 
ices to paying patients, however, 
OPDs remain primarily centers 
for indigent care. In many areas 
of the country, OPDs in commu- 
nity hospitals 
placed the old county or 
physician for the poor. The hos- 
pital clinics represent convenient 
physicians can 
“charity cases,” 
with the offering the 
equipment and ancillary 
services. Partial financial support 
for such activities is provided in 


services such as lab- 


others 


largely re- 
town 


have 


locations where 
provide care for 
hospital 


space, 


Sidney S. Lee, M.D., Dr. P.H., is director 
of clinical services, Beth Israel Hospital, 
Boston, and instructor, public health prac- 
tice, Harvard School of Public Health, 
Harvard University, Boston. 
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by SIDNEY S. LEE, M.D., Dr. P.H. 


‘The author examines the 
and role of the outpatient department. 
prob- 


progress 


He also discusses some of the 
lems in modern outpatient care and 
the way these problems are dealt with 


at Beth Israel Hospital, Boston. 





some areas by public and volun- 
tary agencies. 

While 
been extended to a greater propor- 
tion of the 


care, the 


services have, with time, 
population in need of 
quality of this care 
leaves much to be desired. Many 
outpatient departments still offer 
“poor man’s medicine,” and Dr. 
Michael Davis’ 
OPD as a “medical soup kitchen” 
in 1914 is unfortunately frequently 
valid today!. Evolution of outpa- 
tient departments has been slow, 
with many of 


description of the 


painful, and spotty, 
the basic problems no nearer solu- 
tion now than 40 years ago 

For example, the outpatient 
subjected to the indig- 
tablish 


his indigency or at least medical 


after being 
nities of “screening” to e 
commonly asked to 
start of 


indigency—is 
come to the clinic at the 
the day only to wait for long hours 
on hard benches in uncomfortable 
surroundings. The pre- 
is that the pa- 


physical 
vailing assumption 
tient’s time is a minor consider- 
ation, 


Although scheduled appoint- 


outpatient care in 
general hospitals, by age 


Age affects the number of outpatients only 
slightly, except that a higher rate is found 
for children. Total outpatient visits, how- 
ever, rise substantially with age. The num- 
ber of outpatient visits is highest for the 
age groups above 45 years. The maximum 
is 251 visits per 1000 population for the 
age group 55-64 years, as compared with 
161 visits for all ages and 98 visits for 
adolescents and young adults. 





ANNUAL | ANNUAL 
NUMBER OF | OUTPATIENTS 
OUTPATIENTS | — VISITS 
PER 1,000 | PER 1,000 
POPULATION | POPULATION 


161 


AGE GROUPS, 
IN YEARS 


All ages | 47 
: oe 
Under 14.. 136 
ee 98 
25-34 .... 169 
35-44 ....| 153 
45-54 ....| 204 
55-64 251 
65 and « over! 41 193 


—from ‘Factors in Outpatient Visits” 
by Maurice E. Odoroff and Leslie Mor- 
gan Abbe writing in Public Health 
Reports (72:6:478), June 1957. 











ments for outpatients have been 
advocated for many years, they 
have rarely been put into use. A 
frequent excuse for not establish- 
ing appointment systems is that 
the physician and hospital are not 
paid for services and therefore the 
patient can be expected to wait. 
The victims of this system are un- 
fortunately the lowest-paid wage 
earners and the aged, those who 
can least afford the loss of time 
financially and who can least tol- 
erate the physical discomfort en- 
tailed. 


LOCATION OF SERVICES 

Physical organization of serv- 
ices is also a problem. Many OPDs 
have all the services needed for 
the care of the patient, but these 
services are poorly located in re- 
lation to one another and to the 
elements of care which the patient 
needs. More efficient use of staff, 


equipment and facilities can be 
achieved through study of these 
elements and physical relocation 
of services. Much research and at- 
tention have been directed at psy- 
chological aspects of the hospital 
environment for the inpatient— 
but where is the paralle] progress 
for the outpatient? He still gets his 
care in the bargain basement—off 
gas-pipe racks. 

In addition to these and other 
inconveniences, one of the most 
serious disadvantages to the pa- 
tient and the central problem of 
the OPD today is the fragmenta- 
tion of care resulting from in- 
creased specialization of medical 
practice?. Admittedly, specializa- 
tion has produced substantial ad- 
vances for modern medical care. 
It is increasingly evident, how- 
ever, that at the point of delivery 
of service, coordination of special- 
ized effort is necessary. 





—study shows need for explicit outpatient policies 


Patients’ use of an outpatient department takes a wide variety of 
forms, according to a recently published study.* The study, conducted 
at Boston’s Beth Israel Hospital, was based on OPD staff members’ 
beliefs regarding patients’ use-patterns. This was preliminary to a 
larger study in which patients themselves are being interviewed about 


their use of clinic services. 


The staff study showed distinct differences among physicians, 
nurses, and social workers in their attitudes toward patients’ patterns 
of using clinic services. Physicians were generally most critical of 
various use-patterns, seeing these from perspectives linked to their 
private medical practice. Social workers were least critical, identify- 
ing with the patients. Nurses seemed to have a strong organizational 
-identification along with their concern for patients. 

The report suggests that the differences observed in staff attitudes 
toward patients’ use-patterns are greater than they might be if the 
functions of the outpatient department were more sharply defined 
to begin with. In the absence of more explicit policy by the institu- 


tion itself, the limits of acceptable 
practices are left open to defini- 
tion by the individual staff member. 
The latter in turn exercises the 
values of his professional group in 
his attitudes toward patients’ uses 
of the OPD. The authors indicate 
that hospitals may need to re-eval- 
vate the purposes and functions of 
their outpatient departments, and 
in that light then clearly delineate 
their policies. a 
“Reported by Jerry Solon, Cecil G. Sheps, M.D., 


Sidney S. lee, M.D., and Maeda Jurkowitz in 
the Jour. of Med. Ed. 33:31:10. Jan. 1958. 














In the typical outpatient depart- 
ment, especially in the larger and 
the teaching hospitals, small em- 
pires have been established in the 
form of specialty clinics. These 
clinics offer diagnosis and manage- 
ment for a portion of the anatomy, 
specific disease, or symptom com- 
plex. It is rare, however, that the 
patient’s total care is undertaken 
by a specialty group or that there 
is effective coordination of such 
care. Frequently the patient's 
treatment is so piecemeal that he 
doesn’t know who his doctor is, 
nor whose recommendations he 
should follow. 


SPLINTERING OF CARE 


The clinic physician perpetuates 
this splintering of the individual’s 
care, In the general clinic particu- 
larly, he has little direct identifica- 
tion with the patient and his prob- 
lems. Because of the pressure of 
time, he sends patients off to a 
multiplicity of special clinics for 
opinions and management. This 
does make specialized skills avail- 
able to the patient, but it does not 
promote coordinated management. 
In this respect, the physician is not 
treating clinic patients the same 
way he treats his private patients. 

This fragmented pattern of care 
can often also be traced to the at- 
titude of the outpatient himself. 
Especially in urban areas there is 
a great tendency for patients to 
“shop around” for opinions. In the 
OPD such patients can always be 
sure of getting a variety of 
opinions. 

It is unfair, however, to place 
the blame for this state of affairs 
on the individual physician and 
patient. It is the nature of the 
mechanism itself—the traditional 
organization of clinics and services 
—which is largely responsible. 


TEACHING HOSPITALS CONCERNED 


Partly because of enlightened 
self-interest, the teaching hospitals 
are the first to be concerned with 
the present state of the outpatient 
services.’ The extension of medical 
care insurance and the growth in 
veterans’ benefits have brought 
about a steady and substantial de- 
crease in ward patients. Moreover, 
the recent diminishing duration of 
hospital stay permits only a brief 
and episodic view of patients who 
are available for study on the 
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wards. Teaching hospitals, there- 
fore, are turning more and more to 
their ambulatory services for 
“teaching material’ and for a 
longer-term view of the patient. 
At the same time there has been a 
more fundamental development: a 
growing acceptance of concepts 
variously titled “treating the pa- 
tient as a whole,” “comprehensive 
medicine,’ “rehabilitation,” and 
“social medicine.” 

Out of these concepts have come 
programs which have directed 
their efforts at reversing the trend 
to fragmentation of care. Such ac- 
tivities as the Comprehensive Care 
and Teaching Program at Cornell 
and the General Medical Clinic at 
the University of Colorado are be- 
ginning to bring the patient back 
as an entity in the planning of 
care.4 Even with programs such as 
these, however, fragmentation of 
medical care still plagues the OPD. 

Fragmentation of care is expen- 
sive, not only to the patient’s time 
and well-being, but also to the 
physician and the hospital. It 
means unnecessary and duplicat- 
ing visits, overutilization of ancil- 
lary services, conflicting instruc- 
tions and medications and wasteful 
use of time and space. 


FEEDS, FOLLOWS, FORESTALLS 


In addition to the problem of 
fragmentation of care, discontinu- 
ity of care is an important issue. 
Some years ago Davis stated that 
the clinic “feeds, follows up, and 
forestalls” the hospital. If a clinic 
really performs these functions 
properly, it will provide for selec- 
tion of patients who need inhos- 
pital care; it will permit follow-up 
of patients after discharge from 
the hospital; and it will prevent 
hospitalization by providing ambu- 
latory care for those patients who 
do not need bed care. 

Still more important, however, 
is the fact that the patient should 
have real continuity of service 
while moving freely from one type 
of medical care to another. Al- 
though it is difficult to achieve in 
today’s complex medical care or- 
ganization, the patient should have 
the same physician when he is 
horizontal as when he is vertical. 
At the very least (and a poor sub- 
stitute, at that) he should be fol- 
lowed through an efficient, com- 
prehensive and continuous system 
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of recorded medical and social in- 
formation, This is essential for the 
patient as well as for efficient use 
of resources. Eventually perhaps, 
such records can be integrated into 
community-wide medical care. At 
the very least, however, they 
should be developed in each hos- 
pital for its full range of services. 


BENCH REMOVAL INDEX 


At the Beth Israel] Hospital in 
Boston, some attempts are being 
made to cope with these problems. 
During the past three years sched- 
uled appointments have been in- 
stituted, so that now 97 per cent of 
outpatients come to the clinics at 
the time the doctor will see them. 
In most clinics they are seen by the 
same physician on each visit. In- 
auguration of an appointment sys- 
tem not only has benefitted the pa- 
tient. It has also produced some 
striking changes in the clinic areas. 

One such improvement at Beth 
Israel is measured by the “bench 
removal index.’ Before scheduled 
appointments were initiated pa- 
tients came for the half-day. This 
meant that some 75 benches, each 
seating six to eight patients, were 
occupied most of the day. As the 
appointment system grew, benches 
were removed from the clinic areas 
at the rate of about two per week. 
At present, there are less than half 
as many benches, and these are 
fully occupied only at peak hours 
The doctors and nurses find that 
they are less harassed now, as pa- 
tients are no longer fatigued and 
irritated by long waiting periods 

Over-all clinic administration 
has been greatly simplified due to 
the spreading of the patient load 
over the entire day. 


SAME SERVICES IN LESS TIME 


Substantial progress has also 
been made at Beth Israel Hospital 
in bringing services to the patient 
in a coordinated fashion wherever 
possible. For example, until three 
years ago, the average diabetic pa- 
tient consumed almost four hours 
per clinic visit. He was seen ini- 
tially by a physician in the diabetic 
clinic on the first floor, secondly by 
a nutritionist located down a long 
hall in the basement, then by the 
chiropodist on the second floor. 
Perhaps he also went up to the 
third floor to the social worker. 
Most of the patient’s time was thus 








consumed by waiting and travel. 

By relocating the chiropodist, 
the nutritionist and the social 
worker in the clinic adjacent to the 
physician and laboratory, the av- 
erage patient now spends 45 min- 
utes in the clinic area for the same 
services. Moreover, the staff mem- 
bers rendering these services have 
an opportunity to confer directly 
with one another as problems arise. 

For arthritic patients, the prob- 
lem was somewhat similar. Medi- 
cal records of 140 patients followed 
in the arthritic clinic disclosed that 
more than two-thirds of them were 
being followed concurrently or in- 
termittently by the physical medi- 
cine and orthopedics departments. 
(One patient had even succeeded 
in having three different corsets 
prescribed by three physicians 
within a matter of weeks.) 

Each specialist was clearly giv- 
ing his best advice to the patient. 
Yet the patient was never really 
given the benefit of cross-fertiliza- 
tion of opinions with the conse- 
quent offspring, coordinated man- 
agement. At Beth Israel, by 
relocating the internists specializ- 
ing in arthritis in the orthopedic 
area and inviting the physiatrist to 
join them, it has been possible to 
develop a planned program of care 
for each patient. Conflicting opin- 
ions are resolved on the spot rather 
than merely being jotted down in 
the patient’s record. Moreover, this 
arrangement reduces the number 
of visits required by the patient. 

These are a few examples of 
what one hospital is trying to do 
to cope with some of the issues and 
problems of modern outpatient de- 
partments. Many problems remain 
unsolved, however. Those who are 
responsible for the organization of 
medical care services must subject 
existing practices to continuing 
study. Experimental programs 
must be designed to meet changing 
needs and then evaluated as to 
their effectiveness. A great deal of 
work needs to be done. . 
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passageway leading from new 4-story wing which will house the 
majority of outpatient facilities. Present building will be remodeled. 
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23,936 patients required laboratory work 
11,000 patients required 70,500 x-rays 
More than 13,000 patients made first visits 


These sample statistics were lifted from the 1957 
operating record of Carle Hospital Clinic, a voluntary 
association of physicians engaged in a coordinated 
group practice of medicine in Urbana, III. 

With a staff of 40 physicians representing nearly 
all specialties of medicine and surgery, the clinic, 
together with the inpatient facilities of Carle Me- 
morial Hospital, constitute a fully integrated health 
center of regional stature. The hospital is operated 
by the Carle Foundation, a not-for-profit corporation. 

Guiding the patient to the correct department and 
seeing that his medical record is there and his name 
is on the appointment sheet are, of course, the major 
administrative problems. The fact that the average 
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(Continued ) 


of a clinic in action 


time a patient is likely to spend in a waiting room i: 
only 10 minutes is an index of how well these prob- 
lems have been solved. 

How is it done? By keeping the systems as simple 
as possible and by coordinating related services, says 
Russell H 


and hospital. 


Duncan, who is administrator of both clinic 


For example, instead of baffling the outpatient with 
unfamiliar medical designations for the various de- 
partments, the clinic uses a simple alphabetical sys- 
tem. Patients to Desk “C 
medicine, dermatology and allergy), Desk ‘“F” 


are directed (internal 
(gen- 
eral surgery, orthopedics, urology and cardiovascula! 
and thoracic surgery), Desk “EYE” (ophthalmology), 
and so on 

The amount of patient travel within the clinic h 
to most-used 

The x-ray, 


depart- 


been reduced by giving central location 
services and by grouping related service 


laboratory, pharmacy, and business office, 


ments visited by most patients, are grouped close to 


the entrance and main lobby. In the laboratory wing 


are located the pathology laboratory and pathologist 


office, the electroencephalograph apparatus, bacteri- 


ology laboratory, and blood bank. The emergency 


room is on the ground floor, next to the general sur- 


gery department 


Physicians with related specialtie grouped 


MAIN appointment desk, located just inside the entrance, schedules all future appoint- 
ments for the clinic departments of internal medicine, dermatology, oral surgery 


tory, and x-ray. Other departments have separate scheduling systems 


personnel attempt to ascertain the nature of the telephone caller's iliness so that the ap- 
Time patient will be with doctor is 
also estimated, in order to make scheduling of appointments as realistic as possible 


pointment can be made in the proper department 


| 
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Appointment desk 


All 


areas 


together, for convenience in consultation. 


their 


close 


major departments have own walting 


close to doctors’ offices 

Departmental procedure manuals are reviewed each 
combined or eliminated. 
that been 
Vernon G 
rates of 95 
for the 


cone 


year for details that can be 


interview i: has 
both 


manager, ay: 


The financial one step 


eliminated in hospital and clinic 


Tock, busine collection 
clinic and about 97 per cent 
without it. Forms 


“14 
sibilities of 


per cent tor the 


hospital are maintained are 


tantly scrutinized for po implification 


or elimination 


Outpatients are billed for clinic and professional 


ervices at the conclusion of course of treatment 


Charges accumulated in the various departments are 
that 

Upon dis- 
the 


charging 


entered ona single busine office record card 


is included in the patient’s record folder 


patient, the doctor sends medical 


office for 


charge of hi 


record to the busines final and 


billing 
following 


make it po 


these and show 
that 


Hospital Clinic to handle relatively 


Pictures on pages 


ible for 


some 
Carle 
numbers 


of the procedure 
large 
of patients with the courtesy and understanding called 


“Always 


most important per- 


for in this motto taught all new personnel 
remember that the patient the 


I our Cilnic 


FUTURE appointments can also be made in person 
labora- at the main appointment desk. Appointment cards 
listing various laboratory tests, x-rays, etc., for 
which the patient has appointments, are also 
picked up at this desk by incoming patients and cor- 
ried by the patient from department to department 
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A PATIENT who has never been seen by the staff is registered 
on the first visit and given a permanent registration card. His 
history is assigned a number, and no further registration is 
needed. Some registration is done at desks other than the main 
one, but all are filed centrally and listed in one catalogue. 


DESK “‘A"’, the first of a series of lettered desks that guide 
the patient about the clinic, serves as a general informa- 
tion and control desk, and routes the current day's appoint- 
ments to oral surgery, laboratory, and to other desks. 
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X-RAY and radiology department, with its appoint- 
ment desk “B’’ clearly identifiable, is right off main 
lobby. Glass partition provides a semisecluded waiting 
area for ambulatory inpatients. Dressing rooms for 
outpatients are at far end of hall. Through a unique 
overlapping scheduling system devised by Dr. Cesare 
Gianturco, radiologist, a patient may complete as 
many as five x-ray series in a single morning. 
Reports are ready for study the same ofternoon. 
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(Continued) 


Integration of services for 

outpatients and inpatients 

is a fundamental concept 

at Carle Hospital and 

Clinic. Surgical hospital 

patients are on the floor 

directly above the clinic 

area; maternity, medical 

and pediatric hospital pa- 

tients are in neighboring 

wings easily accessible to 

doctors on duty in the 

clinic. Paramedical serv- 

ices such as the labora- 

tories, x-ray, and phar- 

macy, although they are 

shared by hospital and 

clinic, are located in the (LEFT) Dr. J. C. Thomas Rogers, one of the founders of the clinic, concludes 

clinic area, where con- his examination of an outpatient in his office in the general surgery depart- 

venience of access to these ment on the ground floor of the clinic building. (RIGHT) Moments later, Dr. 
: ‘ Rogers visits a bed patient two flights up in the same building. The patient 

patients is a greater factor. is Miss Fannie Brooks, who was chosen Illinois nurse of the year for 1957. 


Inpatient-outpatient facilities are closely integrated 


(LEFT) Patients who have appointments with staff members of the internal medicine department are directed to Desk “'C 

where they are “logged in'’ by attendant and asked to be seated near doctor's office. Offices line both sides of corridor, 
which also serves as waiting room. (RIGHT) Signal lights, activated by switches in each doctor's office, notify control desk 
when doctor is ready for his next patient. Compartments below the lights accommodate patient records, gathered the night 


before by the night staff of the medical records department 
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(Conclusion of PORTRAIT OF A CLINIC IN ACTION ) 


(ABOVE) Pharmacy is located off main lobby, convenient for de- 
parting outpatients. Last year 74,000 prescriptions were dispensed 
here by the staff of 2 pharmacists. Drugs for inpatients are also 
ordered from this pharmacy. (RIGHT) Clinic business office, located 
near main entrance across from the main appointment desk, han- 
dies the charging and collection of all clinic accounts. A separate 
business office and admitting desk is maintained for inpatients. 


Record handling is 
number one problem 


Storing and handling the medical 
records of the 600-plus patients 
who visit Carle Hospital Clinic on 
an average day is the biggest ad- 
ministrative problem, says busi- 
ness manager Tock. Locating the 
patient’s record among the 165,000 
medical records stored in the clinic 
basement is a task in itself, but 
the fact that patients are likely to 
visit a number of departments in 
the same day makes the task of 
seeing that the right record ar- 
rives at the right department at 
the right time equally formidable. 
Yet the medical records depart- 
ment staff, aided by a phonetic 
coding system, revolving index 
files and, occasionally, the sixth 
sense of a detective, does remark- 


ably well. In the projected new 
building for the clinic, the medi- 
cal records room will be located 
on the top floor, and a gravity con- 
veyor system will route the records 
to the appropriate departments. 


RECORDS removed from permanent files are 
placed in this temporary file for routing to 
various departments that will need the rec- 
ord during the patient's course of treatment. 


oc eel, 


(LEFT) Day staff of the medical records 
department removes from files the rec- 
ords of patients who have clinic ap- 
pointments the following morning; the 
night staff removes records of patients 
scheduled for afternoon appointments 


(BELOW) Circular index files are the 
nerve center of the medical records 
department. The files contain an al- 
phabetical listing of names for which 
the clinic has medical records. Each 
name is coded phonetically and is 
assigned a permanent file number 
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Enter: the ambulatory patient 


( NE OF THE arguments most 
) frequently given in support 
of the view that tomorrow’s hos- 
hospital 
health 
care center of the community is 
that of maximum use of equipment 
economists’ 


pital, together with its 


clinic, will comprise the 


and personnel. The 
concept of the “cheapest producer” 
is embodied in this viewpoint, and 
gives it considerable force, if con- 
ditions of full utilization can be 
achieved. 

This “if” is 
ever. Its fulfillment depends upon 
the capacity of hospitals to develop 


important, how- 


ancillary service centers that can 
both ambulatory and _ bed 
concurrently and with 
In short—the capacity 


serve 
patients 
equal ease 
to develop integrated services. 
helpful to 
some of the general characteristics 


It may be review 
of the outpatient and his environ- 
ment before examining the factors 
specific to such integrated services 
Several.of these characteristics are 
common to all patients and differ 
in outpatients only in degree. The 
better the 
ambulatory patient in terms of his 


understanding of the 


problems, his wants, and his fears, 
the more effective will be the or- 
ganization for integrated service. 


THE DO-IT-NOW COMPLEX 


One of the common characteris- 
tics of the ambulatory patient is a 
trait best described as a “do-it- 


now” complex. In contrast to the 


Irvin G. Wilmot is assistant superin- 
tendent, University of Chicago Clinics 
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The author catalogues characteristics 
of outpatients and the OPD environ- 


ment under such headings as “volume 


fatigue”, the “fog factor”, “problem 


compression”, and “do-it-now” com- 
plexes. He examines the administrative 
problems and the thinking behind the 
ancillary 


development of integrated 


departments serving both inpatients 


and outpatients. 


bed patient the outpatient has not 
given up the commitments and 
habits of everyday living. He seek 
to combine his medical care with 
his other normal activities—he 
views both in the same perspective 
Most clinic managers can testify 
sittel 


executives try to sand- 


that housewives have baby 
problems, 
wich in appointments between 
business conferences, and students 
must attend classes. The point i 
not that these factors aren’t im- 
portant ones deserving considera- 
tion, for they are, but rather that 
they intensify the already fast pace 
of John Doe 1958. The ambulatory 
patient expects the clinic to do as 
promised. Barring a promise he 
wants attention 

A second element of the outpa- 


tient’s make-up, present to a de- 


now. 


gree in the ward patient too, is that 


of “expert” criticism. In general, 


the ambulatory patient can see the 
things that bring about his care 
more easily than can his counter- 
part in bed. Being self-propelled he 
can observe details of clinic serv- 
ice as well as seeing, first hand, 


other activities going on in the 


by IRVIN G. WILMOT 


hospital. Few patients pretend ex- 


pertness in the technical or pro- 
fessional aspects of an activity. The 
“efficiency expert” on nontechni- 


cal functions, however, is quite 


commonly found in the patient 
population. In fairness, it must be 
recognized that the patient has a 
personal interest in what is going 
on, and often more than enough 

to reflect on clinic 


operations 


SMALL PROBLEMS SEEM BIG 


Small problems and lots of them 
are a natural product of the out- 
patient and his’ environment 
hence, the “small problem” com- 
plex of the clinic patient becomes 
another of his _ characteristics 
Many of these small problems stem 
rom the same stimuli that spur 
an outpatient to his quest for im- 
mediate action. Others are an out- 
growth of his clinic care. He must 
go to the laboratory, have a prop- 
erly completed requisition, and 
endure the venous puncture con- 
vinced that he’s expected to be up 
and on his way immediately after- 
ward. He must self-collect certain 
specimens and worry about what 
constitutes the “small” amount in 
each container called for by the 
instructions. He has no insurance 
program available to prepay his 
care and must often time his ap- 
pointments with payday, since 
clinic management for some reason 
or another 


expects prompt pay- 


ment. These are just samples of 


the many relatively small prob- 
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lems the outpatient continually 
faces. Although they are, in fact, 
usually small, in the eyes of the 
patient they loom as substantial 
hurdles. 

Another fairly common charac- 
teristic of the outpatient is his un- 
certainty as to the nature and 
severity of his medical problem. 
He often doesn’t know if he is 
seriously ill or even if he is ill 
at all. He generally suspects the 
worst. The manifestations of such 
thoughts range from the unex- 
plained overt act to well concealed 
stress. Psychological factors of this 
type are also commonly found in 
inpatients. The outpatient is dif- 
ferent only in the high degree of 
uncertainty that complicates his 
outlook and interpersonal rela- 
tionships. This complication adds 
tension to the clinic environment 
which must be combated with good 
organization and a high degree of 
sensitivity in both thought and act 
on the part of personnel. 

In summary, we can “thumb- 
nail” the ambulatory patient as a 
person much like you and I, with 
actual or ego obligations of a nor- 
mal life. He is either ill or thinks 
he is and, regardless of which, is 
subject to a wide spectrum of emo- 
tional stress. By simple declaration 
of his patient status he “joins” the 
organization, acquires a vested in- 
terest, and is not always willing 
to voluntarily proxy his voting 
rights. He’s often gregarious, usu- 
ally frightened, and always enig- 


matic. He’s difficult to predict, yet 
he must be predicted if he is to 
share hospital services with the 
bed patient. 


SOLVING THE LOCATION PUZZLE 


In establishing integrated serv- 
ices, the location of a combined 
inpatient-outpatient service is 
usually one of the first problems 
requiring solution. The most com- 
mon approach—at least at the start 
of clinic operations—is to route the 
outpatient to the area where the 
inpatient is served. Where a sig- 
nificant investment in equipment 
is involved, this solution will prob- 
ably stand regardless of other fac- 
tors, if the goal of the “cheapest 
producer” is to be realized. In the 
process of growth, however, con- 
ditions may arise which, without 
sacrifice of economy, may point 
to (1) the relocation of a service 
so that it is principally available to 
outpatients, (2) the segmentation 
of a service, or (3), in some in- 
stances, the establishment of sepa- 
rate facilities for clinic patients. 

The characteristics of the am- 
bulatory patient and prevailing 
local conditions, together with the 
following factors should be con- 
sidered before deciding on the 
location of a combined service: 

@ Accessible location. Outpatients re- 
quire facilities located for maxi- 
mum convenience of access. Ad- 
mittedly not all services can be 
placed adjacent to the lobby. It 
should be remembered, however, 





—how to study OPD nursing service 


The line drawings accompanying the outpatient department articles 
in this issue are from a recently published U.S. Public Health Service 
Manual, How to Study the Nursing Service of an Outpatient Depart- 
ment. The manual is the fourth in a series developed by the Division 
of Nursing Resources for use by hospitals and others desiring to study 


nursing personnel activities. 


The manual contains a collection of study pinned such as: activi- 
ties of nursing personnel; adequacy of equipment and supplies; re- 
ception and admission activities; patient activities and investigation 

- of patient waiting; appointment system; records; referrals; coordina- 
tion with other agencies; patient opinion and patient teaching activi- 
ties. The’ manual is so designed that these studies can be made 


~ individually or as one large study. 


How to Study the Nursing Service of an Outpatient Department, 
PHS Publication Number 496, is available from the Superintendent 
of Documents, Government Printing Office, Washington 25, D.C., 


at 50 cents per copy. 


that the ambulatory patient is 
usually a stranger to the institu- 
tion. He is without an escort, and 
is dependent upon his own loco- 
motion. The facilities he uses 
should be located with these fac- 
mind. The undiagnosed 
cardiac patient walking up two 
flights and then to the back of the 
house for an electrocardiogram is 
being treated far from ideally. 
Conversely, the prospect of trans- 
porting the inpatient through the 
lobby to a “convenient” outpatient 
location for the same service is 
equally unsatisfactory in terms of 
man-hours and disruption of hos- 
pital routine. Middle ground usu- 
ally offers the best solution with 
the needs of the major user war- 
ranting priority. For ex- 
ample, a service utilized 90 per 
cent by inpatients and 10 per cent 
by outpatients may be _ located 
quite satisfactorily on an _ inpa- 
tient floor. Together with the fac- 
tors of access and convenience, 
care should be taken to insure that 
all traffic to a service point does 
not violate restricted areas of the 


tors in 


some 


institution. 

@ Functional and sequential grouping. 
A study of the typical patterns of 
medical care received by the out- 
patient frequently will yield valu- 
able clues to a logical physical 
arrangement. Analysis of 
patterns together with a review of 
administrative  pro- 


these 


established 
cedures often will point out se- 
functional 


quences of _ services, 


relationships, and ideal physical 
locations 
For example: The 


out of five patients seen in the 


fact that four 


hematology clinic blood 
counts would seem good evidence 
for locating the laboratory close 
to the clinic. Add to this situation, 
however, the fact that each new 
patient to the institution needs 
routine laboratory work, and this 


Com- 


require 


conclusion becomes cloudy. 
plicate things further with the 
fact that half of all patients seen 
in the cardiology section require 
laboratory service on each visit, 
add an administrative contro] that 
laboratory service can be provided 
only upon a written requisition 
issued by the patient’s home clinic 
and the “ideal” location is lost 
Despite this inherent complexity of 
clinic services, however, a careful 
(Continued on page 52) 
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Vi ANY HOSPITAL administrators 
Ly and controllers have devel- 
oped “split 
area of cost finding for outpatient 


personalities” in the 


and other departments. On one 
hand, they feel it is not practical 
to try to directly relate the actual 
cost of rendering each hospital 
service to the price the patient is 
asked to pay for that service 
Nevertheless, they deplore, at least 
in principle, the proposition of 
subsidizing the cost of one service 
with the revenue from another. 

The therapy for curing such 
“split personalities” is, of course, a 
decision one way or the other. In 
my opinion, the time and effort 
expended to ascertain the complete 
cost of each service is good busi- 
ness and indispensable in sound 
hospital management. For it is 
only when actual costs are deter- 
mined that practical policies for 
rates and financing can be estab- 
lished, 


GENERAL ACCOUNTING REQUIREMENTS 


Based on this premise, the gen- 
eral requirements of accounting 
for outpatient department costs 
are: 

1. Precise identification of direct 
expenses by classification and 
amount. 

2. A practical and reasonably 


accurate method or formula for 


H. I. Stine is business manager, Harris 
Hospital, Fort Worth, Tex. 
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CLUES FOR COST FINDING 





How to compute 
outpatient department costs 


by H. |. STINE 


Although cost finding for the outpa- 
tient department can be difficult: and 
deceiving, the author helps take the 
guesswork out of this important pro- 
cedure. He presents a step-by-step dis- 
cussion of controlling direct expenses, 
allocating overhead, accounting for un- 
collectable revenue, developing units 
of cost, and, finally, using this infor- 
mation to determine OPD charges. 


allocating overhead expenses, in- 
cluding depreciation and uncol- 
lectable revenue. 

3. An acceptable and applicable 
unit of service rendered. 

4. Comprehensive procedure fo1 
tatistical 
data to determine patient charges 


Additional 


exist, of course, if nonrelated func- 


accumulating and using 
requirements may 
performed by or in the 


tions are 


outpatient department. Separate 


accounting, for example, may be 


necessary for first aid care to 


emergency cases as opposed to the 
examination and treatment of 


nonemergency outpatients. Espe- 


cially in hospitals with complex 
outpatient operations, the emer- 
gency service should be considered 
a separate clinic within the depart- 
ment, and its accounts should be 
kept separately 

Recognizing that no two _ hos- 
pitals are arranged and operated 
exactly alike, it follows that the 
outpatient departments will diffe: 
from one institution to the next 





The outpatient department of Har- 


ris Hospital, for example, is com- 


f 


prised of a suite of emergency 


rooms, a free and/or part pay 
clinic for nonemergency ambula- 
tory indigent cases, and—for lack 
of a better place to put them 
hock therapy facilities. 

For the purposes of cost finding 
each of these functions must be 
recognized as a separate cost cen- 
ter. If personnel are used to staff 
more than one OPD function, then 


their salaries should be propor- 
tioned among the functions con- 
cerned 


1. Direct expenses 

Control of the direct expenses of 
the outpatient department is de- 
pendent upon a practical proce- 


dure for recording expenditures 


for salaries, supplies and services 
that can be identified in an exact 
amount to the specific department 
These 
erally classified as: 
1. Salaries 


2. Supplies 


direct expenses are gen- 


3. Repairs and maintenance 
4. Miscellaneous 

The outpatient department, as 
uch, presents no peculiar prob- 
n accounting for these direct 
time-keeping and 


lem 


expenses. The 


payroll functions should provide 
the exact salary expense for staff- 
ing the department. Supplies should 
be obtained only on properly pre- 
reflecting the 


pared requisitions, 
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identity of the department and the 
dollar value of the supplies or- 
dered. The cost of repairs and 
maintenance of quarters and equip- 
ment should be recorded from 
work orders or maintenance con- 
tracts. Other items of direct ex- 
pense should be recorded from 
authorized vouchers and other per- 
tinent source documents. 

2-a. Allocating overhead expenses 

Allocation or assessment of 
overhead or indirect expenses may 
be accomplished by one of the 
three methods described in the 
manual Cost Finding For Hospi- 
tals, recently published by the 
American Hospital Association. 
The “step down method number 
two” from the manual is gen- 
erally recommended, since it re- 
sults in a relatively high degree 
of accuracy at a moderate cost of 
time and effort. Variations of all 
three methods may be used with 
varying degrees of accuracy, how- 
ever. 

The cost of each and every 
service rendered the outpatient 
department by any other depart- 
ment must be determined. Fre- 
quently, the sum of these indirect 
costs greatly exceeds the total of 
the direct expenses. 

The chart below lists the de- 
partments which may be serving 
the outpatient department. In- 
cluded in the list are the suggested 
bases for allocating the cost of 
these services. Every service ren- 
dered the outpatient department 
by departments or cost centers in 
the hospital should be included. 


Other hospital departments 


Circumstances and method of 
operation may indicate more feas- 
ible bases for allocation than those 
suggested in the list, and careful 
consideration should be exercised 
in the selection of the bases to be 
used. 

2-b. Uncollectable revenue 

The accounting treatment of un- 
collectable revenue is of extreme 
importance in the fiscal picture of 
hospital operation. This factor has 
particular significance in the out- 
patient department that offers a 
free or part-pay clinic. 

Under the accrual accounting 
concept, each department must be 
credited with the revenue earned 
from the services it renders, 
whether or not payment is actu- 
ally received. The term “uncol- 
lectable revenue” is used here to 
describe bad debts, professional 
and courtesy allowances, contrac- 
tual discounts and charity. 

In most hospital departments 
the total of the _ uncollectable 
revenue can be allocated to the 
revenue producing departments 
on the basis of gross revenue earned 
by each department. (It is pos- 
sible, of course, to debit the ap- 
propriate allowance, discount or 
charity account for each service as 
it is rendered, and to classify the 
amount as uncollectable revenue 
for the department rendering the 
service. Such a procedure would 
be rather awkward to handle, and 
it is doubtful that the results would 
vary significantly from those ob- 
tained by allocating on the basis 
of gross revenue). The outstand- 


serving outpatient department— 


suggested bases for allocating cost of services 





Department 


Provision for depreciation of 
building and fixed equipment 

Provision for depreciation of 
major movable equipment 

Employee health and welfare 

Operation of plant 

Maintenance of plant 

Laundry and linen service 

Housekeeping 

Medical supplies and expense 

Pharmacy 

Medical records 

Social service 

Nursing school 

Intern-resident service 

Administration in general 


Basis for allocating cost of service 


Square feet of area occupied 


Dollar value of equipment 

Dollar amount of payroll 

Square feet of area occupied 
Square feet of area occupied 
Pounds of laundry used 

Hours of housekeeping service used 
Dollar amount of supplies requisitioned 
Dollar amount of drugs requisitioned 
Number of patients 

Hours of social service used 
Assigned clinical hours of service 
Assigned hours of service 
Accumulated costs 





ing exception to this rule, how- 
ever, is the outpatient department. 

The reasons for the exception 
are the emergency for 
which payments are 
difficult to collect. It is 
common for a hospital whose over- 
all bad debt loss is 5 per cent of 
gross earnings to run a loss of 50 


cases, 
notoriously 
not un- 


per cent or more of the accounts 
covering emergency room services. 

An administrative decision must 
be made as to whether emergency 
room rates will be set to cover this 
loss, or whether the loss will be 
subsidized by the rest of the reve- 
nue producing departments. In 
effect the question is, will the in- 
patient be expected to pay for 
the care and treatment of the out- 
patient? 

In the case of a free or part pay 
clinic, a decision must be 
made as to whether the cost of the 
charity work is to be borne by the 
paying patient, or whether the 
charity program is to be financed 
by donation, subscription, endow- 
ment or some other arrangement. 

Briefly, the outpatient depart- 
ment is to be self-sustaining, or 
it has to have help. Setting the 
emergency room rate high enough 
to compensate for uncollectable 
revenue from the emergency cases 
seems to be within reason. It is 
inconceivable in my opinion, how- 
ever, that the paying 
gency outpatients should 
pected to support the 
program of the outpatient depart- 
ment. 

3. Unit of cost 

Developing an acceptable 
reasonable “unit of 
“unit of cost” for the outpatient 
department is but 
exact science, and the final selec- 
tion 
group of 

The most popular unit seems to 
be the “visit”, but the inequity of 
the “visit” as a standard of meas- 
urement of the quantity and 
quality of service is obvious. Cer- 
tainly, the 
visits is of 


also 


nonemer- 
ex- 
charity 


be 


and 
service” or 


anything an 


is always a compromise, or 
compromises. 


number of cases or 
primary 
The wide variance of time, effort 
and material required by 
cases, however, must be taken in- 
to consideration, unless a simple 
average will the purpose 
for which the unit is to be used. 

A more useful unit can be de- 

(Continued on page 101) 


significance. 


these 


satisfy 
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This 89-bed West 
Coast hospital's 
outpatient department 


provides 


Special! seclion 


Separlinent 


the kind of service the public wants 


by RONALD H. ORR 


W E ARE LIVING today in an era 
of phenomenal increases. We 
hear constantly about the increase 
in the cost of living; the snowball- 
ing of the national debt; and the 
evergrowing number of children 
who are taxing our schools. None 
of these increases, however, even 
approaches the _ percentage-wise 
growth of outpatient operations in 
American hospitals in the past few 
years. 

At Grays Harbor Community 
Hospital, for example, outpatient 
activity has more than tripled in 
the last decade. In 1946, there were 
10,498 outpatient visits, compared 
with 34,612 in 1956. Current fig- 
ures show a similar trend for 1957. 
The average number of outpatients 
treated daily is 101. 

As in most smaller hospitals, the 
outpatient department of 89-bed 
Grays Harbor Community Hospital 
is closely connected to the hos- 
pital’s emergency service. Medical 
care is not offered at the OPD ex- 
cept for emergency coverage which 
is rotated on a call basis among 
members of the medical staff. Phy- 
sicians maintain practices in their 
individual offices, referring pa- 
tients to the outpatient department 
for necessary laboratory, x-ray or 
physiotherapy work. 

Since the community is primari- 
ly an industrial area, a large num- 
ber of industrial injuries are treat- 
ed in the outpatient department. 
Other emergency cases are also 


Ronald H. Orr is manager, Grays Harbor 
Community Hospital, Aberdeen, Wash 
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Figure 


1—-Outpatient Department Facilities 


Grays Harbor Community Hospital 


Department Hours 


Laboratory 6:30 a.m.-3:00 p.m 


daily* 


except Sunday* 





|9:00 a.m.-5:00 p.m. 


weekdays 


Physiotherapy 


Emergency room|24-hour service daily 
i 
| 


| 


Average Average 


daily number! daily number 
inpatients outpatients 


Personnel treated treated 


r part-time pathologist 21 13 
12 technicians 

\2 assistonts 

|part-time office help 

700 a.m.-5:00 p.m. daily} 1 radiologist 

12 technicians 

L assistant 


part-time office help 


1 physiotherapist 


|medical staff coverage 
on call basis 

2 registered nurses, 
7:00 a.m. to 
10:00 p.m. daily** 


"Emergency service technician on call at all other times 


**Floor nurse on duty for emergencies at all other times 


Outpatient activity of 89-bed Grays 
Harbor Community Hospital has more 
than tripled in the past 10 years. The 
author describes the organization, 
operation, staffing and financial status 
of this successful outpatient service in 


a smaller hospital. 


cared for, as well as the patients 
who are referred for specific treat- 
ment by their attending physicians 

Each outpatient service-—emer- 
gency, laboratory, x-ray, and phy- 
maintains separate 
(See Fig. & 


siotherapy 


working hours 


above.) Emergency coverage is pro- 
vided 24 hours a day. The x-ray, 
laboratory, and physiotherapy de- 
partments make specific appoint- 
ments for electrocardiograms, 


basal metabolism rates, barium 
enemas, gastrointestinal series and 
Other 


emergency 


physiotherapy treatments 


services, aside from 


cases, are on a first-come-first- 


serve basis. Emergency cases, of 
course, are given priority. There is 
OPD 


provided in the present building 


no separate waiting room 


and outpatients use the main lobby. 


The x-ray, laboratory, and 
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Experience at Grays Harbor 
Community Hospital proves that 
a successful outpatient department 
can operate under adverse physical 
conditions. The hospital is housed 
in an old building, originally con- 


Figure 2——Expenses and Revenues For Outpatient Services 
Grays Harbor Community Hospital—1956 


Department Expenses Revenues Net income 


$ 5,660.19 


$29,845.22 $34,605.41 


Emergency and treatment rooms 


Laboratory 
X-ray 


Physiotherapy 


physiotherapy facilities and their 
personnel serve both in- and outpa- 
tients. Outpatients bring requisi- 
tions from their attending physi- 
cians to obtain these services. Each 
department fills out its own admit- 
tance forms and keeps its own 
medical records. 

Billing and collection of both in- 
and outpatient services performed 
by these departments are handled 
in the hospital’s bookkeeping de- 
partment. Separate charges and 


7,576.16 
29,759.76 


5,382.54 


13,708.28 6,132.12 


48,955.20 19,195.44 


14,436.77 9,054.23 


records are kept for the outpatient 
services, however. 

The outpatient department of 
Grays Harbor Community Hos- 
pital shows a substantial financial 
surplus which helps decrease the 
cost per patient day of the in- 
patient facilities. (See Figure 2, 
above.) Little additional cost is 
required to staff and equip the out- 
patient services as the same em- 
ployees and equipment are used 
for both in- and outpatient needs. 


structed in 1917, Attempts to group 
service facilities for outpatients 
into one area have failed because 
of the structural arrangement and 
over-crowded conditions. 

A new facility is now being built, 
however. Because of the growing 
demand for, outpatient service, 
special consideration is being given 
to planning outpatient facilities in 
the new building. Plans have been 
made to consolidate the depart- 
ment so the flow of traffic will not 
interfere with inpatient operations. 
There is no pharmacy for outpa- 
tients now and this is also to be 
included in the new building. 

Those connected with the out- 

(Continued on page 100) 
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why use 8 to 12 
tablets daily? Midicel provides 


(sulfamethoxypyridazine, Parke-Davis) 


effective sulfa levels for 24 hours with 


a single tablet 





Introducing the third in a series of American Hospital Association monographs: 


PREPAID MEDICAL CARE 
AND 
HOSPITAL UTILIZATION 


by PAUL M. DENSEN, EVE BALAMUTH and SAM SHAPIRO 


N RECENT YEARS there has been 
I a marked rise in hospital ad- 
mission rates and a tremendous 
increase in personnel to take care 
of the increased patient load. This 
situation has been accompanied by 
a rise in hospital costs beyond the 
normal rise explained by the 
shrinking of the dollar. 

Such a situation cannot continue 
indefinitely. Thoughtful persons in 
the hospital field have begun to 
examine the problem more closely. 
Data are available which show that 
hospital admission rates for per- 
sons with inhospital insurance are 
generally higher than those for 
uninsured persons. There has been, 
however, no information on the ef- 
fect of prepayment for physicians’ 
services on the utilization of hos- 
pitals. 

A study supported by the U.S. 
Public Health Service was under- 
taken, therefore, to determine the 
influence of a program of compre- 
hensive insurance for medical care 
upon hospital utilization. The com- 
plete study report, Prepaid Medi- 
cal Care and Hospital Utilization, 
has been published by the Ameri- 
can Hospital Association in the 
form of a monograph. 

The hospitalization experience of 
two populations which have the 
same hospital insurance coverage 
—but different medical care in- 
surance coverage—was compared 
in the study. The two populations 
studied were those of the Health 
Insurance Plan of Greater New 
York (H.I.P.) and the United Medi- 
cal Service (Blue Shield). 

Persons covered under H.LP. 
are entitled to receive, with few 
exceptions, comprehensive medical 
care in the doctor’s office, the home 
or the hospital. There are no wait- 


Paul M. Densen is director, and Eve 
Balamuth and Sam Shapiro are members, 
Division of Research and Statistics, Health 
Insurance Plan of Greater New York. 
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This paper is an abstract of a mono- 
graph recently published by the Ameri- 
can Hospital examining 
the effects of prepaid medical care on 
hospital utilization. The monograph, 
Prepaid Medical Care and Hospital 
Utilization, is available at AHA head- 
quarters, 18 East Division Street, Chi- 
cago, for $2.50 per copy. 


Association 





ing periods for service and no limi- 
tations on the number of services 
or duration of medical care. 

The H.I.P. medical service is pro- 
vided on a group practice basis 
through medical groups distributed 
throughout New York City. Phy- 
sicians are not paid on a fee-for- 
service basis. The medical groups 
receive an annual capitation for 
each insured person enrolled 
whether service is utilized or not. 
The enrollee receives no bill for 
medical services, the premium 
paying the entire cost. 

The study population insured 
under Blue Shield contracts is 
covered for surgery and maternity 
care, Little more than a third of 
this group is also covered for other 
inhospital medical care. Physician’s 
services to those insured under 
Blue Shield contracts are mainly 
provided on a solo practice basis. 

Both populations are insured 
against hospital costs under the 
same type of group contract with 
the Associated Hospital Service of 
New York (Blue Cross). Data on 
hospital utilization in 1955 for both 
populations were drawn from the 
same source: the paid claims rec- 
ords of Blue Cross. 

The actual analysis was carried 
out on samples of the two popula- 
tions which were designed to pro- 
vide as much comparability as pos- 
sible. This was done to insure that 
differences in the hospitalization 
pattern of the two groups were not 
likely to be due to differences in 
the nature of the populations. 


The general findings are as fol- 
lows: 
The annual 
® sion rate for Blue Cross-H.I.P. 
coverage was 77.4 per 1000 pop- 
ulation compared to 95.8 per 1000 
population in Blue Cross-Blue 
Shield coverage. The data 
then broken down and analyzed 
by age, sex, matched employment 
groups and diagnosis. Generally, a 
proportionate difference in hospital 
admission rates between the two 
programs persisted in the smaller 
groups. The difference between ad- 
mission rates for males in the two 


hospital admis- 


were 


samples was more prenounced than 
that for females. Diagnostically, 
the largest differences appeared in 
connection with respiratory illness. 
The Blue Cross-Blue Shield ton- 
sillectomy rate was twice that for 
H.I.P. There were also many other 
diagnostic categories for which the 
Blue Cross-Blue Shield rate was 
higher than the H.I.P. rate. There 
were, however, some categories in 
which the rates were the same, 
and a small group in which the 
H.I.P. rates were higher than those 
of Blue Cross-Blue Shield. 
2 In the Blue Cross-Blue Shield 
® program, higher admission 
rates were found for those persons 
with inhospital medical and surgi- 
cal coverage than for those with 
surgical coverage only. This was 
particularly true for nonsurgical 
admissions, little difference being 
found between the two sectors of 
the Blue Cross-Blue Shield pro- 
gram for surgical admissions. 
Average duration of stay per 
ee admission was practically the 
same in Blne Cross-H.I.P. and 
Blue Cross-Blue Shield, being 7.6 
and 7.2 days, respectively. 
A Duration of stay expressed as 
“He number of days per 100 popu- 
lation per year was found to be 
58.8 days for Blue Cross-H.I.P. 
compared with 68.8 days for Blue 
Cross-Blue Shield. 

In the complete study report 
published by the AHA, the find- 
ings are presented in a detailed 
series of tables. These results leave 
little doubt that the chances of 
being hospitalized are less for the 
Blue Cross-H.I.P. population than 
for the Blue Cross-Blue Shield 
population. The monograph in- 
cludes a discussion of possible rea- 
sons for the observed differences 
in hospital admission rates. Ld 
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Packaging papers for Johnson & Johnson 
guaranteed sterile hospital dressings undergo 
a battery of exacting physical and biological 
tests. 


guaranteed [Rem arasilamdat 
sterile bacteria-sized particles to measure porosity. 
Patient-Ready dressings 





ACHIEVED through research 





PRE-WRAPPED, 
STERILE, 
PATIENT-READY 


4 
4 


STERILE 


TOPPER’ SPONGES 


TOPPER SPONGES 


A highly absorbent sponge composed of a filmation of 


downy-soft cotton and cellulose enclosed in gauze. 


THE MOST TRUSTED NAME IN STERILE SURGICAL DRESSINGS 
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pv I AM too concerned 
about what seems to me to be 
apathy when I hear discussed the 
largest problem that we have in 
our hospitals today — shortage of 
qualified personnel. 

There is no evidence of apathy 
in that portion of the discussion 
where it is always agreed that we 
have a serious problem. But there 
is much evidence of apathy in the 
majority of hospitals in regard to 
their 
toward the solution of the prob- 


activity on a local level 
lem. A minority of hospitals, pre- 
with 


teaching 


dominantly those effective 


recruitment and pro- 
grams, are accepting more than 
a fair share of the responsibility 
toward the solution of the prob- 
lem. Regional, state, and national 
associations have done an accept- 
able job in conducting, qualifying, 
and recommending effective solu- 
tions of the problem; but until 
the majority of hospitals really put 
forth the effort of activating these 
or other recommendations, the 
problem will continue and_ in- 
crease, 

Any activity involved in the so 
lution of the problem will require 
major financing, since the problem 
is major. Financing is the most 
probable reason that the majority 
of hospitals have not expended any 
material effort toward the solution 
There needs to be a real evolution 
of effort in hospitals for hospitals 
to even be considered competitive 
to business or industry in obtain- 
ing future employees. If the ma- 
jority of hospitals will make the 
effort, I have no doubt but that the 
problem will be answered 


| a USUALLY study, ex- 
periment, and recommend until 
one problem is solved, then an- 
other, and another. That is the 
kind of effort that must be made 
to solve this problem. That is the 
kind of pioneering effort expended 
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by a single hospital, attempting to 
improve its own financial opera- 
difficult 

f 


launched a program of 


tion during very time 
when it 
voluntary prepayment that soon 
caught the imagination of the hos- 
pital world and developed into the 
comprehensive Blue Cro pro- 
gram of today. 

Business and industry have out- 
progressed hospitals, and_ the; 
have similar financial concern 
do hospital Their efforts hi 
paid off, since they have 
and trained employees through 
tense recruitment and through es- 
tablishment of additional teaching 
programs, resulting in better qual- 
ified employee It would 
also, that behind their 


was the real desire of stabilizing 


planning 


the supply of personnel so that 


+ 


salaries would become more a 
bilized 

It is quite conceivable thi 
stabilization of sala1 

ult in 
derwriting of recruitment 
tablishment of additional teac 
programs. At least it would 
that the activities of busine 
industry, to date, toward solving 
this problem have been predicated 
on the premise of the training of 


rather than bargai for em 


ployees. As one official, 
on thi 
ne group, wa 
“Our hould be train, not 
teal.” 

Every 


speaking 
subject to a national busi- 
recently quoted, 


motto 


hospital has some 
sponsibility in the solution of thi 


problem. Every hospital cannot 
qualify to conduct teaching pro- 
grams, but every hospital that can 
should conduct teaching programs 
Every hospital can effectively par- 
ticipate in recruitment. Since there 
is great evidence of vision among 
us, particularly for raising money 
for additional building to be staffed 
by employees to come from where 
we know not, I am confident that 


seem, 


the problem of financing can be 
olved 
Every physician, every business 
or industry, every activity that uses 
nurses or other hospital-trained 
persons has an obligation. We need 
to develop a challenge that will be 
hospitals, physicians, 
busine or industry, and others 


putting forth any effort 


accepted b 


not now 
olution of this problem. 


toward 


Pia 


Coordinating Council 


pleased that the 
and Trus- 


VERY 


tees last November approved the 
following project for our Council 
on Research and Education: To 


undertake a broad approach to 
recruitment of personnel in the 
health field, emphasis to be placed 
on specialized aspects as investli- 
sations indicate future need, This 


RAL 


action, along wl activities 


aimed at additional recommenda- 
tions toward solution of our largest 
problem, ut we cannot 
olve tl the final an- 
we res at the local hospital and 
community level 

Since the broad approach to be 
undertaken by our Association will 

time-consuming, I do not hesi- 
to suggest to you, because of 
seriousness of the problem, 
it analyze your own hospi- 


tile 


tal activities in the solution of the 


problem. In my opinion, just a 
a one-day analyzation 
sufficient. A daily ana- 
needed, incorporating 

aximum utilization of our 
imaginations without being afraid 
to pioneer. It is up to you and your 
hospital to expend the necessary 
effort for providing sufficient qual- 


ified hospital personnel 


Si 
7 Z 7 
ee ee 
Tol Terrell, president 


American Hospital Association 
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review of the way patients receive 
care will help in selecting the best 
possible location. 
@ Common staffing and supervision. The 
use of existing personnel and 
supervision for two or more serv- 
ices is most likely to occur as new 
services are added. The possibility 
of more effective use of existing 
personnel through relocation or 
combination of services should 
not be overlooked, however. One 
of the opportune times for such 
changes is the time ambulatory care 
is undertaken, since such a major 
move makes problems of hierarchy 
and vested interest seem less im- 
portant. 

The problems of staff and super- 
vision are principally ones of 
operation, yet location is often an 
important factor in determining 
operating procedures. Through 
relocation, services with minimal 
or no supervision can be brought 
together in a single unit with a 
high level of supervision. Such 
groupings with good supervision 
offer excellent opportunity for 
inservice training and the utiliza- 
tion of narrowly trained person- 
nel. The number of employees re- 
quired can often be _ reduced 
through such groupings. Problems 
created by illness, vacation, and 
pregnancy are also minimized. 

@ Physician Some medical 
services involve a high degree of 
doctor interest or participation. 
This involvement is sometimes 
elective on the part of the physician, 
or, as is often the case, necessary to 
the service itself. Some thought 
need be given therefore to locating 
the service close to the space used 


interest. 
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Enter: the ambulatory patient 


(Continued from page 44) 


maintain offices within the hospi- 
tal or personally participate in 


procedures, this factor may be 
given considerable weight. In 
other situations it may have no 
importance. 

As the “hospital clinic’ grows 
and the medical staff spends 


greater amounts of their practice 
time within the hospital, the prob- 
lem of doctor involvement becomes 
more complex. The tendency is 
sometimes toward overinvolve- 
ment which can lead to organiza- 
tional encroachment and unsatis- 
factory operational situation. Both 
physicians and administrators usu- 
ally will agree that doctor in- 
volvement is desirable and neces- 
sary on several counts. Both will 
also agree that overinvolvement 
is not. 

@ Noncombinable services. Some serv- 
ices commonly furnished the in- 
patient either in his hospital bed 
or in special areas are not readily 
or satisfactorily provided to the 
outpatient in the same manner or 
space. Many services of this kind 
are ones the physician might con- 
sider either too risky or incon- 
venient to be done in his “down- 
town office’. With all of the 


hospital’s usual facilities and 
standby services readily avail- 
able, many of these procedures 
can be provided to outpatients 


with the same safety and facility 
that would prevail if the patient 
were in bed. The principal diffi- 
culty arises because the facility 
utilized by the inpatient often is 
not one in which outpatients can 
be easily served. 





by the physician. If clinic doctors 






















The operating room is one such 
area where, as an example, in- 
patient bronchoscopy can be easily 
accomplished. Service to the out- 
patient in the same intro- 
duces problems of dressing, clothes 
storage, contamination, recovery, 
and the like. Under such circum- 
stances pressure develops for the 
endos- 


area 


creation of an outpatient 
copy room which, assuming an ade- 
quate volume, is a quite 
factory solution. Not only is the 
service then available to the clinic 
patient, but also to the inpatient 
who does not create the problems 
in this room that the outpatient 
did in the operating room. In pro- 
viding “typically” inpatient serv- 
ices.to the outpatient, the “hospi- 
tal clinic’ can make one of 
its most significant contributions 
toward better and less expensive 
medical care. 


satis- 


CLINIC CLIMATE 


Before reviewing specific as- 
pects of clinic operation it 
be helpful to establish the kind of 
climate in which activity takes 
place. The patient characteristics 
together with 
physician attitude and a variety 
of other factors combine to mold 
the operational climate. 

One of the storm 
clinic climate is volume. Starting 
with the first outpatient seen in 
the hospital clinic, tubulence grows 
with enlargement of the service. 
An increasing number of patients 
means more records, more traffic, 
more maintenance; more of prac- 
tically everything, in fact. 

In addition to problems created 


may 


mentioned earlier 


areas of the 
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in the 
hospital 
the diuretic 
must work 


If the first diuretic used in the patient hospitalized for heart failure 
is ineffective, it may be too late to try another. For this reason and many others, 


physicians prefer the dependability of injected MERCUHYDRIN.” 


Experience with innumerable patients in several decades of use 

confirms the uniformly rapid response to MERCUHYDRIN 

with a minimum of side effects. This assured action saves lives, 

saves time, saves money. And when recovery is well underway, 

switching to oral NEOHYDRIN™ has the further advantages of saving injections 


for the patient and time for your nursing staff. 


LAKESIDE 


A STANDARD FOR INITIAL CONTROL OF SEVERE FAILURE FOR MAINTENANCE OF THE EDEMA-FREE STATE 


MERCUHYDRIN NEOHYDRIN 


BRAND OF MERALLURIDE INJECTION SODIUM BRAND OF CHLORMERODRIN TABLET 
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by numbers alone, the volume 
situation significantly effects the 
attitude and outlook of personnel. 
The 11,201st patient is likely to 
receive something less than the 
warm, solicitous, all-understand- 
ing reception he was anticipating 
from the clinic nurse, secretary, or 
admitting officer. Volume, together 
with the absence for the most part 
of the “life-or-death” situation, 
significantly desensitizes clinic per- 
sonnel in their relationships with 
patients. 

It might be argued that the sales 
clerks of a large department store 
are faced with the same problems 
concerning customers. It should be 
remembered, however, that the 
patient’s expectations of “tender 
loving care” differ from custom- 
ers’ demands for courtesy and ef- 
ficiency. Callousness or “volume 
fatigue” is inherent in the clinic 
climate and must be combated with 
constant attention. 

A second aspect of the clinic 
“weather” is mobility. Everyone 
and everything in the clinic set- 
ting is on the move. Patients are 
here at 9:00, there at 10:00, .and 
gone at noon. Doctors should have 
been here at 9:00, there at 10:00, 
and if they had, could be gone at 
noon. Personne! dress at 9:00, have 
coffee at 10:00, and lunch at noon. 

This constant movement of the 
human segment of the clinic en- 
vironment creates special problems 
of logistics. Add the cross currents 
of medical records, lab reports, and 
x-rays, all of which are on the 
move in their own traffic pattern; 
and the problem of having the 
right things together with the right 
people at the right place at the 
right time becomes a major one. 


THE ‘FOG FACTOR’ 


Another element of the clinic 
climate can best be described as 
the “fog factor.’”’ One of the most 
frequently heard plaints of pa- 
tients is, “I wasn’t told’’—aimed 
sometimes at the doctor for lack 
of medical information, sometimes 
at the secretary for inadequate 
appointment or financial details, or 
sometimes at the nurse or tech- 
nician for lack of a clue on what 
was about to take place. The prob- 
lem is not always an unwilling- 
ness on the part of personnel to 
communicate. Often it is one of 
their not knowing what the pa- 
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tient wants or needs to know, or of 
misinformation given as a result 
of misinterpretation, or of giving 
seemingly adequate instructions to 
a patient who is just not paying 
attention. The fog factor thrives on 
the volume situation involving a 
variety of services in a short span 
of contact. This fog is a built-in 
feature of clinic operations—large 
or small—with effects that can be 
minimized, but probably never 
eliminated. It creates friction and 
uncertainty, and unless controlled, 
can cause havoc to the operating 
scheme. 


OUTPATIENT OPERATIONS 


@ System: A good system is funda- 
mental to effective clinic opera- 
tion. Keeping in mind the number 
of patients served, the number of 
geographically separated person- 
nel involved, and the variety of 
care patterns possible, well con- 
ceived systems and procedures are 
indispensable. Care should be 
taken to establish basic systems 
that are flexible and not to proli- 
ferate them with special proce- 
dures. Both “round” and “square” 
situations do not have to be made 
to fit established “triangular” pat- 
terns. Before creating separate sys- 
tems for the round and square 
situations, however, it is wise to try 
to introduce both systems into an 
enlarged triangle. 

Systems should be simple. The 
system that accomplishes its pur- 
pose with minimum records and 
fewest number of people involved 
will yield the best results. Com- 
plexity and efficiency are not syn- 
onymous. 

In addition to simplicity, out- 
patient systems need elasticity in 
both directions. They must be 
amenable to adjustment to the fre- 
quently changing patterns of care 
and volume, both of which are so 
prevalent in the clinic situation. 
The system geared to one level of 
operation and one kind of situa- 
tion can often become a liability 
instead of the asset it was designed 
to be. 

@ Policy enforcement and interpretation: 
System, of course, must be imple- 
mented. This is true in any un- 
dertaking. In clinic operation, 
however, the enforcement and in- 
terpretation of policy and procedure 
is particularly critical. Patients 
will seek and find information from 


anyone willing to give it. They fre- 
quently pay little attention to for- 
mal channels, even when they 
know of them. 

For example, a system utilizing 
a clinic secretary as the person 
responsible for appointments may 
often be bypassed by the patient 
through questions about appoint- 
ments to the clinic nurse. Similarly, 
the technician in electrocardio- 
graph may be queried for details of 


a pending x-ray examination. Both 


the nurse and technician may have 
general knowledge about appoint- 
ments and x-rays but they prob- 
ably lack detailed knowledge and 
are usually not aware of the latest 
procedural developments. Since re- 
luctance to display ignorance is 
quite human, patients can easily 
end up with half-truths and mis- 
information. 

Several things can be done to 
hedge against this tendency—most 
of which training and 
supervision. In addition to train- 


involve 


ing personnel for specific tasks, it 
is important that they be shown 
their roles in relationship to the 
work of others in the clinic. Staff 
members need grounding in the 
purposes of the institution as well 
as insight into why things are 
done as they are. Unless clinic 
personnel of all levels can be made 
to visualize the total picture, as 
well as their own segment of it, 
and to learn to respect operational 
systems and 
policy will be This 
kind of training is not ac- 


complished by one-time exposure, 


channels, the best 
ineffective 


but must be carried on continu- 
ously. 

Changes in system and proce- 
dure should be documented and 
interpreted verbally to those who 
must carry them out. Patients can- 
not be relied upon to conform 
voluntarily to a system, hence, the 
system must be continuously inter- 
preted to them. This is done by all 
of the personnel with whom they 
come into contact. 

@ Problem compression: An operating 
phenomenon perhaps not unique to 
the clinic setting, but certainly one 
that is commonly found in it, is 
that of 
Physicians, 


“problem compression.” 


nurses, technicians, 
secretaries, patients, and, in fact, 
everyone within the clinic en- 
vironment is subject to it. In es- 
sence “problem compression” is 
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the process of accumulating many 
small, relatively inconsequential 
problems to a point beyond which 
they cannot be tolerated. The next 
small problem encountered then 
becomes a “compressed” problem 
and has attached to it all of the 
irritations and frustrations experi- 
enced during the build-up period. 
The doctor who storms up to the 
administrator secre- 
tary is “always” out to coffee may 
be decompressing the effects of a 
late patient, a missing lab report, 
a misplaced chart, and a few other 
isolated malfunctions which oc- 
curred during the past week. Simi- 
lar examples could be cited for the 
patient, the nurse, and the ad- 
ministrator, since no one is im- 
mune to this process. Individuals 
will vary in the amount of com- 
pression that they can withstand 
and also in their method of “letting 
off steam.”’ The operating picture 
can be confused by this phenome- 
non and recognition of it is impor- 
tant, if ‘“‘real’’ problems are to be 
detected and effective solutions de- 
vised. 
@ Financing: Insurance and prepay- 
ment companies haven’t as yet de- 
veloped a workable comprehen- 
sive program for ambulatory care 
despite strong public demand for 
such coverage. Consequently—ex- 
cept for the few group health plans 
operated for certain industries- 
patients purchase ambulatory care 


because his 


in much the same way as they do 
their groceries, clothing, and other 
consumables. It is not unreason- 
able, then, for the hospital to view 
payment for ambulatory services 
in much the same manner that the 
merchant views payment for his 
goods. This attitude is both under- 
standable and acceptable to pa- 
tients, since much of ambulatory 
care is quasi-elective in nature and 
lacks the immediacy of many hos- 
pital admissions. Payment at time 
of service is quite proper for am- 
bulatory service, and enforcement 
of it should call for neither apology 
nor embarrassment. It is, in fact, 
one of the few budgeting aids left 
for the average family in our com- 
plex on-the-cuff economy. 

With respect to price it must be 
remembered that the “extras” are 
all the outpatient gets. Accord- 
ingly, the price schedule developed 
for the inpatient, which for com- 
petitive reasons may reflect some 
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subsidy of board and room at the 
expense of extras, should be scru- 
tinized before it is made effective 
for the clinic patient. Outpatient 
fees should be realistic and bear a 
relationship to cost—they should 
inflated to recoup 
losses on hospital services in which 
the clinic patient did not partici- 
pate. If inflated prices exist for 
hospital extras, the only practical 
solution is to deflate them and de- 
velop a price schedule equitable 
to both hospital and ambulatory 
patients. Admittedly, this process 
may be traumatic but in the long 
run it is the only solution possible. 


not be grossly 


POSITIVE APPROACH NEEDED 


Effective clinic administration 
requires a positive rather than a 
passive approach. The kinds of 
problems that arise in clinic opera- 
tions are often the type that 
require direct administrative atten- 
tion if anything close to perma- 
nent solutions are to be achieved. 
Not only is administrative per- 
spective needed, but the weight of 
administrative decision often is 
necessary—doctors, patient, and 
department heads are seldom satis- 
fied with anything less. Once un- 
dertaken, ambulatory services can- 





NOTES AND COMMENT 


not be delegated in toto, but must 
remain an important interest of the 
administrator—at least until clinic 
activity warrants an assistant at 
the administrative level. This in- 
terest must be an active one on the 
management level, if maximum 
benefits of the hospital clinic are 
to accrue to the patient and the 
hospital. 

If the concept 
clinic seems valid in 1958, it can 
be predicted that the future will 
make it indispensible. Today, 
there are machines that will do 


of the hospital 


chemical analyses, ones that will 
count red and white blood cells, 
ones that will develop and dry 
x-ray film in six 

many others, either 
the way. We experience an ever 
diminishing supply of technicians, 
nurses, and other paramedical per- 
sonnel brought about by increased 


minutes, and 
here or on 


needs and professional upgrading. 
Better and more expensive medi- 
cal care is on the horizon. The com- 
munity health center with its hos- 
pital and hospital clinic, through 
maximum use of personnel and 
equipment, offer real promise of 
making this care available in its 
most advanced stage at the least 


cost to society. a 


Urges formation of cancer clearing house 


Following is a summary of a paper presented at 


the 22nd annual 


congress of the United States and Canadian Sections, International Col- 


lege of Surgeons, September 9-12, 

A cancer clearing house, where 
data on cases in all parts of the 
country can be gathered, studied, 
classified and then passed on to the 
medical profession was recom- 
mended by Charles S. White, M.D., 
surgery at George 
University School of 


professor of 
Washington 
Medicine. 

“With the various modalities 
which can be utilized, and the 
abundant cases that sorely need 
relief, there should be a more con- 
certed and systematic collection of 
data that could be analyzed and 
applied to the treatment of meta- 
static carcinoma,” he said. 

Dr. White said metastatic 
growths are signposts of failure 
and afford an opportunity to ap- 
propriate all that is useful in sur- 


1957, in Chicago. 





gery, radiation therapy, and bio- 
chemistry. The laboratory has 
limitations that are only too ap- 
parent, he said, adding that we 
must encourage and adopt clinical 
research to find the answer. 
“Millions 
on investigation every year, very 
probably with much duplication, 
but the field of clinical research 
has not been fully utilized,’ Dr 
White said. “It should be possible 
to correlate and digest an enormous 
amount of data pertaining to the 
treatment of metastatic 


of dollars are spent 


carci- 
noma.” 

Dr. White said the combination 
of chemistry, roentgenology and 
surgery offers opportunities which 
should be diligently pursued. . 
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HOW TO SPOT QUALITY IN 


NE OF THE goals of almost any 

hospital is to make the at- 
mosphere of its patients rooms and 
lounges as homelike as possible. 
Draperies, wallpaper, paint colors 
—all are chosen for their contribu- 
tion to an environment in which 
the patient will feel at ease. Wood- 
en furniture and cabinetry fit well 
into this concept. Wood is a ma- 
terial quite familiar to the patient, 
and with its warmth and soft lus- 
ter, adds to the comfort and eye- 
appeal of the room. 

Because wooden furniture is 
made in a wide variety of styles 
and qualities, it must be chosen 
with care. If wooden furniture 
and cabinetry are chosen for the 
hospital under construction or ex- 
pansion, it might be well for the 
purchasing agent to study some 
of the characteristics of fine furni- 
ture so that he may exercise the 
best possible judgment in selection. 

Fine furniture coupled with 
rugged construction is not a para- 
dox. High quality wood and good 
craftsmanship can result in furni- 
ture that will withstand years of 
abuse. 


WHAT KIND OF WOOD? 


Six common hardwoods are used 
in making furniture: birch, fruit- 
wood (cherrywood), maple, oak, 
mahogany, and walnut. Of these 
six, the first four, owing to their 
durability and cost, are most often 
found in institutional furniture. 

Birch. Yellow and sweet birch are 
the two species most commonly 
used. The heartwood of birch 
ranges from light to dark reddish 
brown and the sapwood white. 
The grain runs from stripe to curly. 
Warpage is minor and the wood is 


Hanlon is manager of pur- 
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by WILLIAM C. HANLON 


wooden furniture and casework 





Because wooden furniture and case- 
work is made in a wide variety of styles 
and quantities, it must be chosen care- 
fully, the author states. Pointers on the 
construction of wooden furniture are 
presented for use as a guide for mak- 
ing a thorough inspection of materials 
and workmanship. 





medium hard. Pores may be seen 
but they are very fine. 

Fruitwood. Black (wild) cherry- 
wood is used extensively in fine 
furniture. The heartwood is light 
to dark reddish brown and the 
sapwood white. The grain is curly 
but semiobscure. Warpage is minor 
and the wood is medium in hard- 
ness. Pores are very fine. 

Maple. Four species of maple are 
used: red maple, big-leaf maple, 
silver maple, and sugar maple. 
Sugar maple, often called hard 
maple, is the species best suited 
to hospital needs. The heartwood 
is light reddish brown and the sap- 
wood is white. The grain is obscure 
to figured. Warpage is minor and 
the wood is hard. Pores are fairly 
open and require light filling. 

Oak. White and red oak are the 
two members of the large oak 
family most frequently used. Of 
the two, the white oak is best 
suited for cases, but the red oak 
may be used with the white for 
interior parts. The heartwood of 
the white oak is grayish brown, 
with an occasional reddish tinge. 
The sapwood is white. The grain 
is open and is quite pronounced 
in a stripe. Warpage is minor and 
the wood is very hard. Pores are 
open and require filling. 

Most often the location of the 
manufacturer will determine which 
of these woods he will use in his 
furniture. In’New England, maple 
and birch are most often used. 













Central New York is well known 
for its fruitwood. In the Virginias 
and in the East Central States 


there is an excellent supply of 
both red and white oak. 
Once the type of wood from 


which the furniture will be made 
has been selected, construction 
methods and design must be con- 
sidered. 

DESIGN AND CONSTRUCTION 

Plywood vs. solid. Plywood, either 
three- or five-ply or lumber core. 
has great strength for its weight 
If handled with proper care dur- 
ing manufacturing, plywood will 
be free of warp and swell. The 
main objections to plywood are 
its relative weakness to right angle 
joints near the edges—and there 
are many such joints in a case 
and the rough-looking edges show- 
ing the plys and faults which may 
occur at any edge. Solid wood pre- 
sents natural grains without the 
risk of veneer and may be carved, 
rounded and joined well. Joints, 
where required, will have greater 
holding power in solid wood than 
in plywood, a major consideration 
in the construction of institutional 
furniture. Plywood tops on large 
cases are preferable by virtue of 
the fact that they will not warp or 
swell. Plywood doors for ward- 
robes are light and warp resistant. 
whereas solid wood doors are much 
heavier and often warp. 

Plywood Plywood tops on 
cases should be edged on four sides 
by solid stock the thickness of the 
top or more and 1% inches wide. 
This edge, or banding, will hide 
the edges of the plywood and seal 
the entrance of moisture to the 
edges of the plywood heart. If 
melamine tops are considered, the 
underside of the top must be cov- 
ered by a sheet of melamine made 


tops. 
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COLOR CODE 


your hospital fabrics with 


Easy-to-use 


sani-vat 


Amanthrene vat dyes 


More and more hospitals save time and work by 
coloring uniforms, linens and surgical and utility 
fabrics with easy-to-use, color-fast AMANTHRENE Vat 
Dyes. Everything you need to do the job with your 
present equipment comes in a handy, ready-to-use 
package. Attractive pastel colors in a complete range 
of shades provide instant identification of materials 
according to use. In a few simple steps you get last- 
ing colors which simplify sanitation, laundering and 
storage. Gay, AMANTHRENE pastels also will add a 


The modern way cheery note of color to brighten the atmosphere 
to speed and throughout your hospital. 
simplify 
SANITATION ; 
LAUNDERING For samples and easy-to-follow instructions 


STORAGE FILL IN AND MAIL COUPON TODAY! 


AMERICAN ANILINE PRODUCTS 


A UNIT OF KOPPERS eC @ N 
Branchess KOPPERS BUILDING, PITTSBURGH 19, PA. 


Providence, R. 1. PLANT: LOCK HAVEN, PA. 
Philadelphia, Pa. 


Paterson, N. J. 

Chicago, Ill. Please send samples of AMANTHRENE Vat Dyes 
Charlotte, N. C. with complete dyeing instructions to: 
Chattanooga, Tenn. 

Columbus, Ga. 

Los Angeles, Cal. 

Dominion Anilines Hospital 

& Chemicals, Ltd. 

Toronto, Canada Address 

Montreal, Canada Mail to our Pittsburgh office or our nearest branch. Our local representative 
will be happy to offer full information and technical advice at any time. 
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A—BUTT JOINT B—BUTT JOINT 


WITH BLOCKING 


Fig. 1 


~ 


A—LAP JOINT B—-ORANGE CRATE JOINT 


Fig. 2 


A—RABBET JOINT B—-RABBET JOINT 
WITH DOUBLE RABBET 


Fig. 3 


DADO JOINT 


Fig. 4 


A—MITER JOINT B—MITER JOINT C—MITER JOINT 
WITH SPLINE WITH BLOCK 


Fig. 5 


B—DOWEL JOINT WITH PIN 


Fig. 6 


A—DOWEL JOINT 


MORTISE AND TENON JOINT 


Fig. 7 


A—OPEN DOVETAIL B—FRENCH DOVETAIL 
JOINT JOINT 


Fig. 8 


\ 


DOVETAIL MORTISE JOINT 


Fig. 9 


for that purpose. This “balance 
sheet,” properly applied 
with solid edging, forms a com- 
plete seal on all sides that keeps 
out the moisture that is so harm- 
ful to plywood and plywood-mela- 


when 


mine bonds. 

Solid wood 
panels (sides of cases, etc.) should 
be made up of members not wider 
than 4 inches of tongue and groove 
construction joined by hot animal 
hide glue. Should any warp occur 
in the members of the panel or 
should it bow, that warp or bow 
will not show in a width of 4 
inches or less and will do very little 


Solid wood panels. 


damage to any joints in the mem- 
bers or near it. 
Large 
tops, wardrobe doors, etc., are best 
constructed of at least 34-inch five- 
ply select hardwood veneer ply- 
wood. For tops, the complete sta- 
bility of plywood, and for doors, 
the relative high strength for little 
weight overburden all other argu- 


Design. sheets, i.e., case 


ments. 

Integral corner post and leg con- 
struction should be avoided in in- 
stitutional furniture. Experience 
has shown that in handling and 
institutional usage there is great 
mortality to legs. If a leg when 
damaged is an integral part of the 
case construction, then the case it- 
self has been damaged. When the 
legs are attached to the case by 
steel plates or other means, then 
the damage can be repaired or the 
leg replaced by hospital personnel. 
To send a case to the cabinet mak- 
ers for the repair of a leg, which 
is so often damaged, will result in 
large repair bills which could be 
avoided. 

Construction. Wooden cases, like 
good steel cases, should be made 
with a good frame or skeleton, with 
the panels or sheets securely at- 
tached to that frame. The frame 
in good construction should be of 
5/4 inch stock of 1% inches wide 
with the dust panels let in to a 
continuous groove on four sides 
and drawer runners and guides 
screwed, glued and blocked into 
the frame and onto the dust panel. 
The back panel should be glued to 
the rear runners and secured with 
drive screws. 

The rear runners of the frame 
should not be locked up to the rest 
of the frame but mortised and 
tenoned to the case sides. This will 


allow the panels to expand and 


contract without splitting. 
JOINTS 


The joints in a case are it 
strength. A good glue joint present 
as many large flat surfaces as pos- 
sible. Dowels, unless cross-pinned, 
are a poor joint. The dowel may 
pull out of either of the two mem- 
bers being joined, doubling the 
chance for a weak joint. 

Butt joint—The simple meeting of 
two pieces of squared lumber at 
right angles, glued and screwed 
This joint should not be allowed 
in institutional furniture, except 
where no other joint is practical, 
and then only if it is supported by 
blocking, glued and screwed to 
both places (Fig. 1). 

Lap joint—Two half thickness 
lapped one over the other at right 
angles to the flat, glued and 
screwed. This joint is seldom used 
and is a poor substitute for the 
orange crate joint, which is bette 
shown by illustration (Fig. 2-b) 
than by description. 

Rabbet joint—A recess cut in the 
end of one flat plane to receive the 
thickness of the other plane. A 
great improvement over the simple 
butt joint, the rabbet is stronger 
and not much more difficult to do 
This joint is strengthened furthe1 
by use of a double rabbet to in- 
crease glue surfaces (Fig. 3) 

Dado joint—A groove cut in one 
member to take the thickness of 
another. Also a continuous groove 
joint which should be used for in- 
serting drawer bottoms and dust 
panels. 

Miter joint—Two fiat 
meeting at a 45-degree angle to 
the flat plane. A clean but rela- 
tively weak joint unless locked by 
a spline inserted in grooves cut 
at right angles to the joining sur- 
face (Fig. 5-b), or blocked (Fig 


surtaces 


5-c). 

Dowel joint—A 
wood inserted and glued in holes 
drilled into the members to be 
joined, A weak joint unless pinned 
(Fig. 6-b). Dowels made of wood 
other than that to be joined may 
expand and contract at different 
rates, further weakening the joint 
A square- 


round piece of 


Mortise and tenon joint 
shaped tenon (at times rounded) 
notched out of one member, in- 
serted into a mortise routed out 

(Continued on page 66) 
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No. 500 ‘‘Personal Size’? OZIUM Dispenser 
conveniently fits in nurse’s pocket or in 







patient’s bedside table drawer. 








For larger space areas, No. 3000 OZIUM Dispenser 

assures 3,000 or more ‘King Size’’ 

Individual Measured Sprays. NEW No. 500 Patented Meter 
Valve Assures 500 Individual 
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cguijnent and sufjhly review 


Blood gas apparatus (5C-1) 
Manvfacturer's description: Glass parts of 
this new apparatus are made of 
annealed pyrex 
glass. Manom- 
eter is a sepa- 
rate unit con- 
nected to rest of 
apparatus by a 
ground glass 
ball-and-socket 
joint. This 
makes the ap- 
paratus easy to 
assemble and 
clean, and per- 
mits individual 
parts to be replaced without buy- 
ing the complete glass system. Any 
reaction that either uses up or 
evolves a gas can be studied with 
this unit. Fisher Scientific Co., 
Dept. H, 350 Fisher Building, 
Pittsburgh 19, Pa. 


Explosion-proof refrigerator 

(5C-2) 

Manufacturer's description: Refrigerator 
is especially designed for use in 
hazardous locations. It has been 
approved by Underwriters’ Lab- 
oratories, Inc., for operation in lo- 
cations in which flammable gases 
or vapors are present. Unit is 





available with explosion-proof 
portable cable and connectors to 


plug into explosion-proof outlets. 
The refrigerator has 8.2 cu. ft. ca- 
pacity, contains a wide freezer 
chest with 39-lb. capacity, and has 
shelves on the inside of the door. 
Kelmore Service, Inc., Dept. H, 
599 Springfield Ave., Newark, N.J. 


Mobile storage units (5C-3) 

Manufacturer's description: Modular-type 
stainless steel] storage units can 
also be used for transporting food. 
They fit together in a “building 
block” system to form the actual 


» If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 





PRODUCT NEWS 


Blood gas apparatus (5C-1) 
Explosion-proof refrigerator (5C-2) 
_Mobile storage units (5C-3) 
Utility tray (5C-4) 

All-level cot (5C-5) 

X-ray projector (5C-6) 


Sign maker (5C-7) 
Portable duplicator (5C-8) 
Automatic folder (5C-9) 


___ All-purpose chair (5C-10) 


_Grease-carbon remover (5C-11) 


PRODUCT LITERATURE 


Variety oven (5CL-1) 
—Radioactive isotope materials (5CL-2) 
__Brush iine (5CL-3) 
Sterile tray index (5CL-4) 
Disposable syringes (5CL-5) 


NAME and TITLE___ 


oo eee 


ADDRESS__ 


___.Glass block (5CL-6) 
__Material safety (5CL-7) 


Radioisotope laboratory (5CL-8) 
_Laboratory glassware washing (5CL-9) 
_Boiler room equipment (5CL-10) 





(Please type or print in pencil) 
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An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field 
The Editors. 











serving unit. Fifty to 5000 people 
can be served with the unit, which 
is completely insulated and can be 
electrically heated for hot foods o1 
used for cold foods utilizing ‘“‘hold 
cold” refrigerated pads. Incorpo- 
rated in the complete line are units 
for beverages, ice cream, cashier, 
trays, silverware and dishes, The 


units are particularly suited to a 
system of central food preparation 
and remote food service. Lincoln 
Manufacturing Co., Inc., Dept. H, 
P.O. Box 2313, Fort Wayne, Ind. 


Utility tray (5C-4) 

Manufacturer's description: Tray, Measur- 
ing 15% by 24 in., fits most stand- 
ard hospital carts. It is constructed 
of 23-gauge stainless steel. Unit is 





equipped with a special elevated 
rack designed to hold 30 medicinal 
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glasses. Patient identification and 
prescription cards fit into recessed 
slots. An easily accessible sliding 
drawer holds 13 syringes in clip 
holders. Continental Hospital In- 
dustries, Inc., Dept. H, 18624 De- 
troit Ave., Cleveland 7, Ohio. 


All-level cot (5C-5) 


Manufacturer's description: Made of tubu- 
lar aluminum, cot raises or lowers 
to seven different positions from 


‘ 
| 
~~ 





10 to 32 in. 
afford maximum patient security. 


Unit locks in place to 


All-level cot conforms to exact 
height of hospital beds and is de- 
signed to fit any standard cot 
fasteners. A foam mattress for the 
cot is available. Ferno Manufactur- 
ing Co., Dept. H, Sixth and Pine 


Sts., Greenfield, O. 


X-ray projector (5C-6) 


Manufacturer's description: New 35 mm 
microfilm reader-projector 
brilliant image that 


x-ray 
produces a 
















distinguish 
all fine tonal gradations in x-ray 


makes it possible to 


rewinds are 
means. of 


microfilm. Geared 

easily mounted by 
knurled thumb screws and can be 
quickly removed for return to the 
compact carrying case. Film passes 
over smooth idler rollers and be- 
tween removable glass flats which 
keep the image constantly in focus. 
Blower keeps the lamp cool and 
insures long life. Atlantic Micro- 
film Corp., Dept. H, 28 Railroad 
Ave., Pearl River, N.Y. 
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Sign maker (5C-7) 


Manufacturer's description: Three-dimen- 
sional sign maker produces color- 


orrcoret 


@curcusrt 





oueve ®tvsaait 
a own oF 
none v0" 


le, 


> eat 


ful washable displays or announce- 
Pliable plastic letters 


novitek 


ment signs 





4 in. or 1% in. high are designed 
to fit into perforations in the plas- 
tic background. Wording can be 
changed quickly and easily. Sign 
making materials are available in 


various color combinations, with 
letters and numerals guaranteed 


against breakage for three years. 
Pryor Marking Products, Dept. H, 
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Portable duplicator (5C-8) 


Manufacturer's description: 


spirit-type duplicator for 


fixed information, 


duction of 











There is No Other 
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and there is iii One R/ M REVOLUTE 


Nothing comes near the strength, stamina 
and economy of Raybestos-Manhattan 
REVOLITE Pads and Covers. Laundrymen 
handling the most diverse kinds of fab 
rics know that REVOLITE Covers 
them of long, troublefree operation and 
the highly satisfactory finish they want 
They are the standard semi-permanent 
covers in the industry. 


assure 


Time-tried ReEvouite Pads of felted as- 


bestos, developed by R/M research, are en 
tirely different from ordinary knitted cot- 
ton, asbestos or synthetic fiber padding 
They are made for the higher heat reten 
tion of REVOLITE 
long life, 

cushion fot 


Covers—have equally 
providing a highly resilient 
good ironing all the way 


RAYBESTOS-MANHATTAN, 





world’s outstanding line of LAUNDRY PADS AND COVERS 








Outlast All Others. REVOLITE has nearly a 
quarter of a century of experience in 
making laundry pads and covers for com 
mercial and institutional users and at the 
same time meeting the rigid requirements 
of ironer manufacturers. REVOLITE prod 
ucts outlast others times over 
Their superior quality and efficiency save 
you substantially in power and labor 


costs. 





several 


R/M ReEvOoLITE is sold by Raybestos- 
Manhattan salesmen in the New Eng 
land, Middle Atlantic, and Central states 
and by distributors in other areas. Write 
today for the REVOLITE story and we will 
have our man call on you. No obliga 
tion, of course 


RAYBESTOS-MANHATTAN, INC. 
REVOLITE DIVISION, 500 Fifth Ave., New York 36, N.Y 
Phone: BRyant 9-4390 


INC. Laundry Pads and Covers ¢ Asbestos Textiles 


Engineered Plastics ¢ Mechanical Packings © Industrial Rubber ¢ Sintered Metal 
Products ¢ Rubber Covered Equipment ¢ Abrasive and Diamond Wheels « 
Linings © Brake Blocks ¢ Clutch Facings © Industrial Adhesives ¢ Bowling Balls 


Brake 







Wabash Ave., Chicago 5, Ill 


Portable, 
repro- 
such 





addressing of envelopes. Ledger 
card acts as the duplicating master. 
Royal McBee Corp., Dept. H, Port 
Chester, N.Y. 

Automatic folder (5C-9) 
Manufacturer's description: Unit folds at 
a constant speed of 120 ft. per min. 
automatically and without size ad- 
justment. Works on hand towels, 
bath towels, pillow slips, napkins, 
diapers or any other small piece up 
to 24 by 48 in. Folder counts, stacks 
and ejects bundles in any multiple 
of 50; accurately 


po 

1/32 of an inch; is virtually jam- 
proof; completely mobile; and re- 
quires no lubrication. Hydraxtor 
cross-folds to Co., Dept. H, 3500 Ave. 
Chicago 45, Ill. 


as names and addresses. Unit is 
widely used in accounts receivable 


for the heading of statements and Touhy 





All-purpose chair (5C-10) 

Manufacturer's description: Wall-saving, 
glass fiber chair is designed on a 
heavy gauge steel understructure 
which is resistance welded into a 


more 
comfortable 


more 
maneuverable 


the finest 
folding wheel 


chair! 
single, resilient, free standing 
frame. Compound-curved seat and 
back are constructed of high im- 
pact plastic to eliminate costly up- 
holstery problems and to allow for 
easy maintenance. The Brunswick- 
Balke-Collender Co., Dept. H, 623 
S. Wabash Ave., Chicago 5, III. 


V These Outstanding Parkside Features: 


@ Extra wide, 18” solid, sponge-rubber padded 
seats for PROLONGED COMFORT. No 


sag, no cramping. 


@ Upholstered in finest grade of soft, warm 
Nylon. Repels cold clammy feelings. (U.S. 
Naugahyde optional. 

@ Two inch heel strap, plastic arm rests, and 
rubber grip lever hand brakes, standard 
equipment. 

@ Tubular steel welded frame guarantees 
years of hard service. All metal parts 
Triple-plated with copper, nickel and 
chromium for lasting beauty. 

Plus many other features that make the Park- 

side today’s BEST WHEEL CHAIR BUY! 


WRITE for Gendron’s catalog on the 
complete line of wheeled equipment. 


Shown above is the Parkside 
#5602-2 with small wheels in 
rear, plus adjustable leg rests. 





Grease-carbon remover (5C-11) 
Manufacturer's description: Product re- 
moves grease and carbon deposits 
from the heating tubes and walls 
of deep-fat fryers. Fifteen min- 
utes of boiling and gentle brushing 
removes burned-on carbon with- 
out harm to fryer or hands. Prod- 
uct is practically odorless, nonflam- 
mable and rinses away readily. 
The addition of three ounces of the 
liquid produces a solution that re- 
moves the most stubborn carbon 
deposits. O’Cedar Corp., Dept. H, 
2246 W. 49th St., Chicago 9, Ill. 
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fuoduct literature 


SEE COUPON, PAGE 62 


Variety owen (5CL-1)—Circular 
information on capacities, 
sizes, roughing-in dimensions and 
connections of a new type of oven. 
Complete specifications are in- 
cluded with a sketch showing an 
exclusive indirect recirculating 
heating system. Martin Oven Co., 
Inc., Dept. H, 137 Gould St., Roch- 
ester 10, N.Y. 


gives 


Radioactive isotope materials (5CL- 
2)—Laboratory has produced a 
new price list covering radioactive 
isotopes and isotope-labeled com- 
pounds. Expanded list of carbon- 
14 compounds and new sections 
describing heavy water, 
rium- and tritium-labeled com- 
pounds and new nitrogen-15 
compounds of high isotope con- 
centration, Bio-Rad Laboratories, 
Dept. H, 802 Delaware St., Berke- 
ley, Calif. 


deute- 


Brush line (5CL-3)—Sixteen-page 
booklet describes new brush line. 
Specification numbers, sizes, pho- 


tos and short descriptions are 
given for each item, The complete 
line ranges from vat and heavy 
duty brushes to brushes for gen- 
eral use. Klenzade Products, Inc.., 


Dept. H, Beloit, Wis. 


Sterile tray index (5CL-4)—Index 
describes make-up and prepara- 
tion of 103 basic sterile trays pre- 
pared for use throughout the hos- 
pital. The publication is intended 
to serve the central supply super- 
visor, as well as serve as a day- 
source and a 
helpful teaching aid. Wilmot Cas- 
tle Co., Dept. H, 1255 University, 
Rochester 7, N. Y. 


to-day reference 


Disposable syringes (5CL-5)—Re- 
port gives results of tests on dis- 
posable syringes. Preliminary test- 
ing of the syringes with respect to 
solubility of polystyrene in vari- 
ous solvents and a number of 
typical drug solutions is reported. 
Data and methods of testing are 
also given. Admiral Corp., Dept. 
H, Washington and Creamery Rd., 


Box 338, West Chicago, Ill. 


block 
glass 


(5CL-6)—Catalogue 
block, its 


Glass 


describes uses, 
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functions and installation methods 
Various decorative and functional 
patterns are listed, including new- 
est designs in solar-selecting glass 
block. Details of the functional ad- 
both 
and light-directing 
also provided. Owens-Illinois, 
Dept. H, Owens-Illinois Building, 
Toledo 1, Ohio 


vantages of solar-selecting 


designs are 


(5CL-7)—Twelve- 


page folder illustrates some 26 dif- 


Material safety 


ferent technical enclosures for the 
safe handling of all types of con- 
taminants. Equipment described in 
the technical bulletins includes 
low intensity dry boxes, biological 
enclosures, vacuum dry _ boxes, 
cabinet 
hoods, 


s, dry radioactive waste 


microbiological safety 


fume hoods, inoculation 
animal cage 
containers, and all purpose uni- 
safety enclosures. S. Blick- 
man, Inc., Dept. H, 8400 Gregory 


Ave., Weehawken, N.J. 


tized 





SAVES TIME .. 


- SAVES MONEY 


STII MeL e-lit-loli- MeL Meale Me laleia-7-t-1- Mela ete. 


THE Original I 
DISPOSABLE BEDSIDE\\\ 
DRAINAGE TUBE 


by 


\ \ 


THIS IS THE SAME DRAINAGE TUBE 
HOSPITALS HAVE USED 
AND APPROVED FOR 


5S VEARS 


Sterilon's SPECIAL 
fete]. i. | tenge). | 


fits indwelling catheter easily 


Packed sterile and ready to use, 





uM Le ae 


TWO LUMEN SIZES 


oO 


Stock No. 100 R StockNo. 100 L 
3/16" Lumen 9/32” Lumen 
for Regular for Clotted 

Drainage Drainage 

Both have non-kinking 

heavy wall tubing 


——— 


-Sailaied 
(eam me 


merit tis mr Mel iaer-laal ta \i-lal oe 


Sterilon's:Bedside Plastic Drainage Tube 
is a completely disposable unit for 
drainage from catheter to bottle. 

Ends time-consuming tube cutting and 
cleaning. The unit includes 5 feet of 
transparent plastic tubing with attached 
connector and cap for uncontaminated 
handling. Packed in individual boxes 
for easy storage. 

Sterilon makes and markets a complete 
line of Feeding Tubes, Drainage Tubes and 
Oxygen Tubes of Disposable Plastic 

for Every Patient Need. 


See your Dealer or contact 


STERILON CORPORATION 


500 NORTHLAND AVENUE 
BUFFALO 11, NEW YORK 





Radioisotope laboratory (5CL-8)— 
Booklet describes and _ illustrates 
instruments which provide a com- 
plete radioisotope laboratory for 
most common diagnostic proce- 
dures and treatment control. Sug- 
gestions for adapting the instru- 
ments to the laboratory are also 
given. Such units as a_ spec- 
trometer group, a_ scintillation 
body scanner and a high sensitiv- 
ity counter are described. Nuclear 
Corp. of America, Dept. H, 9842 
Manchester Rd., St. Louis 19, Mo. 


Laboratory glassware washing (5CL- 
9)—Pamphlet describes a labora- 
tory glassware washer and how 
it saves space in the laboratory. 
Washer has wash, rinse, and dis- 
tilled water systems which may be 
used on glassware, pipettes, test 
tubes, etc. Stainless steel con- 
struction and automatic and man- 
ual cycling are among features 
described. Heinicke Instruments 
Co., Dept. H, 2035 Harding St., 
Hollywood, Fla. 


Boiler room equipment (5CL-10)— 
Forty-nine page booklet shows 


how bituminous coal and modern 
boiler room equipment are render- 
ing superior service in today’s 
hospitals. The booklet, with illus- 
trations, diagrams, and detailed 
description as to specifications and 
costs, has been prepared as a guide 
for administrators and for the 
architects and engineers who de- 
sign hospital heating systems. 
Bituminous Coal Institute, Dept. 
H, Market Promotion Department, 
802 Southern Building, Washing- 
ton 5, D.C. 





How to spot quality in 
wooden furniture and casewerk 


(Continued from page 60) 


of the second member (Fig. 7). 
When correctly executed, this joint 
is an extremely strong bond. 

Open dovetail joint—A series of 
angled tenons and notches to fit 
together, to be glued in place. This 
is an excellent joint but difficult 
to make, with close-filling tenons 
and notches often making a sloppy 
joint when glued and filled. This 
can be improved by making a half- 


concealed or French dovetail (Fig. 
8-b). The French dovetail is prob- 
ably the best type of drawer side 
joint. 

Dovetail mortise joint—An angled 
mortise or groove to accept a con- 
tinuous dovetail tenon (Fig. 9). 
This is an excellent joint for attach- 
ing the sides to the face of a 
drawer, extremely strong when 
glued properly and much neater 
than the open dovetail joint. 

These few pointers on the con- 
struction of wood furniture can 
be used as a guide to purchasing 
wooden furniture, but are by no 
means the complete answer. When 
buying large lots of furniture or 
setting a hospital standard, the 
purchasing agent should allow 
himself ample time to compare the 
construction and materials speci- 
fications. If possible, he should ask 
the manufacturer to prepare an 
unglued sample to be disassembled 
in the purchasing office. Good or 
bad construction in wooden furni- 
ture is easy to detect if the buyer 
takes time to make a thorough 
inspection. . 





for better Receiving, 
Emergency and mw 
Recovery Care... | 




















SHOULDER 
STOPS IN 
STORAGE 


The large selection of useful accessories makes 
Hausted Wheel Stretchers the ultimate in im- 
proved patient care. Regardless of your budget, 
there are Hausted Stretchers to meet your needs. 


For detailed information, write 


THE HAUSTED MANUFACTURING CO. 


Tomorrow's Equipment—T oday 
MEDINA, OHIO 


HAUSTED 


| WHEEL STRETCHERS 











GIVE YOUR HOSPITAL 
CONTROLLED PARKING 


..-With the Low-Cost 
PARCOA Automatic System 


End the problem of parking at your hospital once and 
for all with PARCOA .. . the system that has proved 
itself at scores of hospitals across the country. 

PARCOA ... with exclusive card-key control... 
works automatically without attendants. . 
itself while assuring private parking 24 hours a day 
for doctors and staff. It’s simple, safe, dependable. 
Low in first cost. Minimum maintenance. Flexible 
wide variety of controls—coin, card-key or com- 
bination. Now also available with TIME-DATED 
TICKET DISPENSER. 


PARC DA Division of JOHNSON FARE BOX COMPANY 
4619 N. Ravenswood Avenue, Chicago 40, Illinois Gay 
Phone LOngbeach 1-0217 


SALES AND SERVICE OFFICES IN MAJOR CITIES LISTED UNDER BOWSER, INC. 


. pays for 
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setting new standards 


THICON 


sutures 









designed by specialists 


for every surgical specialty 


ATRALOC needles 


SeIrHICON 











OPD study methods 


How To StTupy THE NURSING SERVICE 
OF AN OUTPATIENT DEPARTMENT. 
U.S. Public Health Service. Wash- 
ington, Government Printing Of- 
fice, 1957. 75 pp. 50 cents. 


This manual suggests method- 
ology for the accumulation of sta- 
tistical information about 10 dif- 
ferent aspects of outpatient 
department operation. The surveys 
included in the manual are (1) 
Activities of Nursing Personnel, 
(2) Adequacy of Equipment and 
Supplies, (3) Reception and Ad- 
mission, (4) Patient Activities and 
Investigation of Patient Waiting, 
(5) Appointment System, (6) 
Records, (7) Referrals, (8) Coor- 
dination With Other Agencies, (9) 
Patient Opinion, and (10) Patient 
Teaching Activities. About one- 
third of the manual is devoted to 
the “Activities of Nursing Person- 
nel.”’ In this, as in the other sur- 
veys suggested, the approach is 
one of quantitative analysis. 

The study methods recommend- 
ed are those typically used in 
methods work and sampling, and 

of flow charts, 
observation, and 


include the use 
questionnaires, 
interviews. Sample forms with de- 
tailed 
are provided for each of the sur- 
veys suggested, Criteria for evalu- 
ation of the quantitative informa- 
tion obtained are omitted, which 
is perhaps the greatest deficiency 
of the manual, Much is said about 
how to get certain information, but 
very little about why it should 
be secured or what should be done 
with it once it has been obtained 
The fact that qualitative criteria 
are omitted is understandable and 
is not a criticism of the material 
that is covered. It would require a 
truly brave and clairvoyant au- 
thor to attempt to establish quali- 
criteria and recommend 
universally for all of the 
outpatient departments 
criteria, however, 


tative 
them 
nation’s 
Without such 
the manual offers little more than 
methods 


a translation of basic 


found in most texts on industrial 
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instructions for their use 


bach neviews 


management and methods study 
Administrators will not find much 
new information in this booklet 
and those who read it will find it 
written at a level somewhat below 
that to which they are accustomed 

IRVIN G. WILMOT, assi: 


tant Su- 


perintendent, University of Chi- 


cago Clinics 


How to be prepared 


HOSPITAL FUNC- 
TIONS IN A DISASTER. Curtis H 
Lohr. Kansas City, Mo., Mid-West 
Hospital Association, 1957. 89 pp 
$1 


THE PLANNING OF 


All hospitals have a readiness- 


to-serve responsibility to their 


communities tecurrent experi- 
ences in many parts of the coun- 
try reveal the need for advance 
planning in order to provide the 
medical 


local disasters. The 


best possible care to 
casualties of 
American Hospital 


conducting a program of institutes 


Association i 


to assist hospitals in preparing for 
The Joint Com- 


Hos- 


pitals requires an adequate writ- 


mass casualties 
mission on Accreditation of 


ten disaster plan and evidence of 
periodic drills 

Dr. Lohr has rendered a valu- 
able service to hospital staffs in 
the preparation of this excellent 
booklet which provides competent 
guidance in a complex and frus- 
trating area of administrative and 
professional activity 

The obligation of hospitals to 
be prepared to manage the vic- 
tims of a local catastrophe demands 
wholehearted cooperation with the 
overall community plan of emer- 
gency action. This duty to prepare 
and implement plans for the care 
of the local civilian sick and in- 
jured is but the first step in na- 
preparedness for possible 
catastrophes. The 


tional 
civil defense 
booklet 
tions and record forms that will 


contains many illustra- 
be useful to small and large hos- 
pitals. 

When used in conjunction with 


also: 
How to be prepared 
The aged at home 


the American Hospital Associa- 
tion’s Principles of Disaster Plan- 
ning this description of the St. 
Louis plan, made available by the 
Mid-West Hospital Association, 
hould enable every hospital ad- 
ministrator to devise a satisfactory 
disaster plan. It must be empha- 
sized that the plan will be only as 
good as the regular practice it is 
the entire staff of the 
JacK Masur, M.D., As- 


sistant Surgeon General, director, 


given by 


hospital 
National Clinical Center 


The aged at home 


THE OLDER PERSON IN THE HOME: 
SOME SUGGESTIONS For HEALTH 
AND HAPPINESS IN THE 3-GENERA- 
TION Famiy. U. S. Public Health 
Service. Washington, Government 
Printing Office 1957. 34 pp. 20 


cents 
is chiefly for three- 
More or less 


situations are dis- 


rhis booklet 
generation families 
normal family 
cussed first; then problems with 
seriously handicapped persons are 
taken up. Finally, problems likely 
ise when an older person must 
moved to a home for the aged 

described 
The booklet helpfully points out 


danger spots in living arrange- 


ments in the family home and 
sive sound counsel on diet and 
diversional activities. Practical in- 
formation given on dealing with 
handicapped is useful. The brief 
statement on care outside the home 
emphasizes things to look for in 
selecting nursing or old people’s 
homes. Use of community health, 
welfare and religious resources is 
stressed for competent guidance. 
The bibliography 


persons seeking help in living with 


is good for lay 


elderly persons 

Hospitals will find the booklet 
iseful, especially when elderly pa- 
tients are discharged to family 
homes. On the whole, the pamphlet 
written and the content 
Mary A. YOUNG, ex- 


ecutive director, Senior Centers of 


is well 
most useful 


Metropolitan Chicago 









BROILED LOIN LAMB CHOP 










are suggested for use on Easter: 
menus as well as for the remainder 
o: the spring season. 


ENTREES WITH HAM 









In addition to being a tradi- 
tional Easter favorite, ham pro- 
vides the background for a color- 
ful, taste tempting menu for many 
hospital patients on the general 
diet. Particularly festive is a 
broiled boneless ham slice (see 
above) served with a baked potato, 
; spiced pear and buttered peas. Hot 
BROILED HAM SLICE bread, such as corn muffins or corn 
sticks, would be a good accom- 
paniment for this main course. For 
N ’ th ti t f t time and motion economy, bone- 
OW S e ime Oo ed ure less ham, the Pullman variety, may 
be purchased, allowing approxi- 
mately three servings per pound 

oo 


HAM nd LAMB Ham cones Hawaiian, served 
a with sweet potato and green vege- 


table, make an attractive entree 
for Easter Sunday supper. If de- 
sired, the cones may be topped 































7ITH SPRING a thought away 3 PE nt See verte 
W At tbe EN nt Here are 10 recipes for preparing With a creamy sauce at service 
’ ee —— an: rate ham and lamb in new shapes, with new ‘time. Here are the recipes for the 
ing to “my lady” with the chemise, toppings and new accompaniments. ham cones and creamy sauce: 





” *The editors wish to express their ap- 


preciation to the following groups for the J = . —T . 
recipes and pictures featured in _ this the shoe designer pointing to the 


article: Dole Hawaiian Pineapple Com- printed shoe, and the chapeau art- (20 cones) 

pany, San Jose, Calif. (ham cones Ha- ; ‘ ce. (3 Ibs.) ground cooked ham 
waiian); National Live Stock & Meat ist topping the ensemble with a 
Board, Chicago (broiled ham slice, broiled 

loin lamb chop, ham and egg pie—biscuit flowered cloche. 


HAM CONES HAWAIIAN 


we 


thsp. grated onion 


topping, spicy meat balls, lamb patties on , a ’ 2 tbsp. chopped parsley 
grilled pineapple); California Prune Ad- Carrying the feel of spring into © - thie. eremeeed auasterd 
visory Board and Flanley and Woodward, men lannin the editors offer sp. prey 

New York City (prune ham loaf); Rath u pla g, 4 ¢. pineapple syrup 


tse 


Packing Company, Waterloo, Iowa (braised . : _* . : he 
lamb drumsticks with curried orange 10 suggestions” for adding fresh 


slices); National Cranberry Association, ness to hospital menus. The fol- a as 4 : . i 
Hanson, Mass. (cranberry raisin sauce) p ec. crushed cornflakes (about 1 c. 


and Processed Apples Institute, Inc., and lowing new ideas for preparing whole flakes, crushed) 


Flanley and Woodward, New York City : , 
(minted apple sauce and saucy sweets). those old favorites, ham and lamb, 2¢ 


eggs, slightly beaten 


pineapple slices, drained 
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best from every angle 


bends to any angle 
for use in hot and cold liquids 
disposable ...paper based 
safe...sanitary 
no danger of breakage or contagion 
original cost the only cost 


refer to 
HOSPITAL PURCHASING FILE 
for listing and prices 
CANADIAN DISTRIBUTORS 


INGRAM & BELL LTD. 
HEADQUARTERS: TORONTO 


w Tee 
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1. Mix first 6 
gether thoroughly. 

2. Shape into 20 
patties. 

3. Roll cones carefully in crushed 
cornflakes. 

4. Place one cone on each slice 


ingredients to- 


cone-shaped 


of drained pineapple in a shallow 
baking pan. 

5. Bake in a preheated 375°F. 
oven for approximately 25 min- 
utes. 

Creamy Sauce 
2 tbsp. butter 


HAM AND EGG PIE—BISCUIT TOPPING 


HAM CONES HAWAIIAN 


2 tbsp. flour 

4 tsp. salt 

Dash black pepper 

Dash monosodium glutamate 
1% ec. milk 

1. Melt butter. Add flour, then 
other ingredients, stirring con- 
stantly to keep mixture smooth. 

2. Cook until slightly thickened, 
approximately 5 minutes. 

x * * 

Ham and egg pie with biscuit 
topping is nutritious and filling 
as well as easy to prepare and 
serve. This casserole may be ac- 


companied by a mixed green salad, 


beverage and dessert for an at- 
tractive and appealing supper en- 
tree for patients on a normal diet 
Personnel will love it. The recipe 
for 50 servings follows: 


HAM AND EGG PIE 
BISCUIT TOPPING 
(50 servings) 
6 Ibs. cooked ham, cubed 
pt. celery, chopped 
pt. onion, chopped 
Ib. margarine or ham drippings 
oz. flour 
gal. milk 
thsp. salt 
16-24 hard cooked eggs, cut in 
quarters 
50 unbaked biscuits 


1. Brown celery and onion in 
margarine or drippings. Blend in 
flour. 

2. Add milk gradually and cook, 
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...when can I take 


my baby off formula? 


Most doctors feel it is wisest to con- 


tinue the infant’s evaporated milk 


formula for six months, adjusting it 


from time to time to meet his chang- 


ing needs. Evaporated milk process- 


ing makes it easier to digest than 
fresh milk. This is important, since 


digestive upsets and diarrheas are 


both more difficult to treat and poten- 


tially more serious during infancy. 


During baby’s important first six 
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months, you can count on the known 
digestibility of his individual evapo- 
rated milk formula to give him basic 
growth protection. It is far wiser to 
give baby this protection than to try 


to turn him into an adult too early! 


arnation wee 





inexpensive menu item, solves the 
post-Easter problem of using ham 
leftovers in a tasty main dish. The 
texture of the product makes it 
particularly suitable for patients 
who have difficulty chewing. Here 
is the recipe for four prune ham 


loaves: 


PRUNE HAM LOAF 
(Sixty-eight, 4 oz. servings) 

10 lbs. ham or luncheon meat ground 
2 Ibs. 12 oz. celery, finely chopped 
2 oz. parsley, chopped 
2 Ibs. 8 oz. bread, cubed 
1 Ib. 4 oz. white wine, such as sau- 

terne 
Ibs. 12 oz. (net wt.) prunes, 
pitted and coarsely chopped 


68 whole prunes, uncooked 


1. Combine ham, celery, pars- 
ley, bread cubes, wine and chopped 
prunes. 

2. Blend well and shape into 


ge — four loaves (5 lbs. each). 
PRUNE HAM LOAF “ s , 
3. Place loaves on foil in loaf 


Me: me pans (13” x if eg P 
P p = ee 4. Press 17 uncooked prunes in- 
to top of each loaf. 
5. Bake loaves in 350°F. oven 
for 45 minutes. 
6. Cut 17 servings per pan 
7. Serve with snappy sour cream 
sauce, if desired. 
Snappy Sour Cream Sauce 
3 Ibs. sour cream 
8 oz. horseradish 
2 oz. prepared mustard 
1. Combine ingredients 


SPICY MEAT BALLS 


stirring constantly, until thickened. 
Season. 
3. Add quartered eggs and the 
cubed ham. 
4. Place %4 cup of mixture in 
each casserole. Top each casserole 
with a biscuit. 
5. Bake pies in a 400°F. oven 
for 30 minutes or until crust is 
well baked and golden brown. 
xk * _—e 
Prune ham loaf, a festive but BRAISED LAMB DRUMSTICKS WITH CURRIED ORANGE SLICES 
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2. Use % oz. of sauce per serv- 
ing. 

Ye. &. 

Spicy meat balls, using ground 
smoked ham, provide a spring ac- 
cent for the hospital menu. Whole 
kernel corn and buttered aspara- 
gus spears complete the entree. 
Although the recipe below sug- 
gests two meat balls per serving, 
the hospital may very well choose 
to serve only one per portion de- 
pending on the total bulk of the 


menu. 


SPICY MEAT BALLS 
(24 servings) 





6 Ibs. smoked ham, ground 
10 
6 eggs, well beaten 
2 c. milk 

3 c¢. brown sugar 

1 thsp. dry mustard 


oz. soft bread crumbs 


1% ec. vinegar 


1% e«. water 


1. Combine ground ham, crumbs, 


eggs, and milk. Mix thoroughly 
2. Shape mixture into 48 balls 


(No. 16 scoop). Place meat balls 
in baking pan 

3. Combine brown sugar, dry 
mustard, vinegar and water. Stir 


until sugar dissolves. Cook 5 min- 


utes 
4. Pou 
5. Bake in a 350°F. oven 30 to 
lightly 


syrup over meat balls 


45 minutes, or until 
browned. 

6. Allow 2 
ing. 
VARIATION: Ground 


may be substituted for the smoked 


meat balls per serv- 


luncheon meat 


ham. 


MAIN DISHES WITH LAMB 


Lamb, of 
spring to an Easter menu. Although 


too, can add a note 
the more expensive cuts of lamb 
loin chops and leg of lamb—are 
favorites with- many hospital pa- 
tients, many of the less expensive 
cuts can be made just as appeal- 
ing by the addition unusual 
seasonings and variations in serv- 


of 


ice. For example, there are lamb 


shanks, which, with trotter bone 
and joint removed, resemble tur- 


key drumsticks. These lamb drum- 


sticks are delicious braised and 
served with curried orange slices 
The drippings make excellent 


gravy for service with boiled rice 
Here are the for braised 
lamb drumsticks and the meat ac- 


recipes 
companiment: 
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BRAISED LAMB DRUMSTICKS 
(25 servings) 
prepared as 


25 Ibs. shanks, 


drumsticks 


lamb 


I', tbsp. salt 
| tsp. margarine 
I tsp. pepper 


1. Brown drumsticks slowly in 
oven. 

2. Season with salt, pepper and 
margarine. 

3. Add a small amount of wate! 
and cover. 

4. Bake in 
until 


325°F for 2 


tender 


oven 


hours oO! 





ONLY WITH 


Meals-on Wheels 
System 


DO YOU GET 


Basic Planning 
Proven Eguipment Design 





drippings 
rice. 


5. Make with 


service 


gravy 
boiled 






for on 





Curried Orange Slices 


(25 





servings ) 





13 oranges (176s), sliced 
% Ib. 
Yy Ib. 
Curry powder as needed 





brown sugar 





butter or margarine 







1. Peel and slice oranges, al- 
lowing 6 slices orange. 

2. Place orange slices in pan. 

3. Dot orange slices with butter, 
sprinkle with 


dust with curry powder 





per 







brown sugar, and 







































Training Assistance 
Follow-up Service 
Pre-planning Tomorrow's 
Needs 













PLUS years of research and 
actual field experience from 
the company which origi- 
nated and perfected this 
food service. 
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BASIC PLANNING 
6), 










; Why build patient 
food service problems 


into your hospital? 


nr 
vi 


































| WMeale-on Whales 
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5001 EAST S9th STREET, KANSAS CITY, MO. 





Consultation with architects in plan 
ning patient food service for new or 
remodeled hospitals is one of the impor 
tant benefits that make up the Meals 
On-Wheels System. Now, during the 
planning stages, let specially trained 
Meals-On-Wheels people help in analyz 
ing your kitchen-to-patient food service 
problems. An expert pilot study will 
show you how the complete Meals-On 
Wheels System will save you money and 
man-hours—and still provide the one 
outstanding centralized tray service that 
delivers hot foods hot and cold foods 
cold to the patient's bedside. This plan 
ning help is just a part of the complete 
service exclusive with Meals-On-Wheels 
System. 




















Remember-"'5+-"is as close as your nearby 
representative. 
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LAMB PATTIES ON GRILLED PINEAPPLE 


4. Broil until sugar melts or 
bake orange slices in 400°F. oven 
for 5 minutes. 

5. Serve 3 slices 
serving. 


orange per 
x &° ® 

Another lamb entree that utilizes 
an inexpensive cut of meat as well 
as the flavor of fruit is the lamb 
patty on a grilled pineapple ring. 
A pleasing menu combination is 
achieved by the addition of but- 
tered broccoli, rice with toasted 
almond pieces, and head lettuce 


salad with Thousand Island dress- 
ing. In the following recipe, the 
patties are baked for greater ease 
in large quantity preparation: 


MINTED APPLE SAUCE 





































































LAMB PATTIES ON GRILLED PINEAPPLE 
(50 servings) 

12 Ibs. ground lamb 

14 Ib. eggs 

6 oz, salt 

1 tsp. pepper 

2 tsp. thyme 

. milk 

50 slices pineapple (1 No. 10 can) 


Ye 


1. Beat eggs slightly. Combine 
ground meat, eggs, seasoning and 
milk. Mix well. 

2. Divide into 4-ounce servings. 
Shape into patties. 

3. Place patties on rack in open 
pan. 

4. Bake patties in a 325°F. oven 
for 30 to 45 minutes. 


5. Broil pineapple on oiled grid- 
dle until golden brown, and re- 
move to a baking pan. 

6. When meat is brown on one 
side, turn each patty onto grilled 
pineapple slice and finish cooking. 

2 ® ® 

Popular barbecue flavor, the 
nutritious cranberry and an eco- 
nomical cut of meat are combined 
in the flavor-winning recipe for 
barbecued with cranberry 
barbecue sauce. Lamb breasts are 
cut into riblets, baked, and topped 
with the fruit Here 
recipe: 


lamb 


sauce. is the 








BARBECUED LAMB 
(50 servings) 
20 Ibs. lamb breasts, cut into riblets 
Salt as needed 

Pepper as needed 


Grated fresh garlic 


1. 
servings. 


Cut lamb riblets into 6-ounce 








2. Place in a flat baking pan. 

3. Sprinkle meat with salt, pep- 
per and grated fresh 

4. Bake in 325°F. 
ing off the fat stirring fre- 
quently. Baking time is approxi- 
mately 1 hour. 


garlic. 
oven, drain- 
and 


CRANBERRY BARBECUE SAUCE 
2 Ibs. raw cranberries 
11% Ibs. water 
4 Ib. sugar 
® e. chili sauce 
e. sherry wine (optional) 
isp. cinnamon 
tsp. celery seed 
tsp. salt 
2 tsp. 
2 tsp. 


worcestershire sauce 

dry mustard 

lo «. grated onion 

Dash red pepper 

Toe of garlic, mashed (optional) 
1. Cook cranberries with water 

until all the berries have popped. 





CRANBERRY RAISIN SAUCE 





















2. Run cranberries through a 
sieve or put in a blendor until 
berries are mashed. 

3. Add the remainder of the in- 
gredients and heat for 5 minutes. 

4. Serve sauce with lamb riblets. 
NOTE: This barbecue sauce can also 
be used with roast leg of lamb, 
roast lamb shoulder, or lamb chops. 













MEAT ACCOMPANIMENTS 







Cranberry raisin sauce is a 
flavorful topping for baked ham 
and offers the opportunity to in- 
clude two more fruits in the daily 
diet. The sauce can be made and 
stored for use at’a later date. Here 
is the recipe for one quart of sauce. 











CRANBERRY RAISIN SAUCE 
(1 qt.) 
2 c«. brown sugar 


















4 ¢. cornstarch t& [oe 
1 tsp. ground cloves SAUCY SWEETS 













1 qt. cranberry juice cocktail 
4 ¢. lemon juice fairly thick, approximately 5 min- the recipe for three quarts of 
4 c. seedless raisins utes. sauce 
3. Serve sauce hot on ham MINTED APPLE SAUCE 





1. Mix sugar, cornstarch, and 
cloves in pan. Gradually stir in x & (3 qts. or 24 servings) 


cranberry juice, lemon juice and Minted apple sauce is good to 






| No. 10 can apple sauce 







2% oz. fresh mint leaves 





raisins. serve as a vegetable substitute 









2. Cook over medium heat. until with ham and roast lamb. Here is 1. Combine apple sauce and 








The purity, the 
wholesomeness, 
the quality of 
Coca-Cola as 
refreshment has helped 
make Coke the 
best-loved sparkling 
drink in all the world. 


SIGN OF GOOD TASTE 
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mint; combine ingredients well. 

2. Chill. 

3. Use one No. 8 scoop per serv- 
ing. 

4. Serve as a vegetable with 
ham, roast lamb or roast pork. 

x «xk * 

Adding chopped walnuts and 
apple sauce to an old favorite 
vegetable, the sweet potato, pro- 
vides a meat accompaniment that 
has variety of flavor and texture. 
Saucy sweets are particularly good 
with ham. Here is the recipe: 

SAUCY SWEETS 
(Fifty, 5 oz. servings) 


7 Ibs. sweet potatoes, cooked, peeled 


and drained 


1 No. 10 can apple sauce 
1 tb. 2 oz. brown sugar, dark 
2% oz. lemon juice 
8 oz. margarine 
12 oz. walnuts, chopped 
l 


tbsp. mace 


arrange in 
11%” x 


potatoes; 
(19%” x 


1. Drain 
baking pan 
214”). 

2. Combine apple sauce, brown 
sugar, and lemon juice. Spread 
over potatoes. 

3. Dot potato mixture with mar- 
garine; sprinkle with walnuts and 
mace. 

4. Bake in 375°F. oven for 40 to 
45 minutes. 

5. Use a 5-ounce serving. 





NOTES AND COMMENT 





Army hospital studies centralized service 


The advantages of centralized tray service over decentralized in a 
vertical-plan hospital are reported by Maj. Gen. Stuart G. Smith, MC, 
USA, in his article in the November 1957 issue of Military Medicine. 
The commanding officer of Brooke Army Hospital, Fort Sam Houston, 
Tex., lists the following advantages of the centralized tray service opera- 


tion: 

1. Improved patient satisfaction 
because of selection of food and 
size of portion, and daily contact 
by dietitians to determine patients’ 
likes and dislikes. Under decen- 
tralized service, the dietitian did 
not have time to visit patients and 
a selective menu was not used. 

2. An approximate 80 per cent 
decrease in food waste. This is 
due primarily to a reduction in 
the quantity of modified diet foods 
prepared for the floor serving 
kitchens and to the reduction in 
plate waste because of selection 
of foods and size of portion by 
patients. 

3. Reductions in the cost and 
maintenance of equipment and 
dishes in the seven floor serving 
kitchens. 

4. Consolidation of cleaning ac- 
tivities in the main kitchen has 
resulted in an approximate 30 per 
cent reduction in the amount of 
soap powder, paper supplies, and 
other cleaning equipment. 

5. Centralized tray service has 
reduced the cost of nourishments 
approximately 75-80 per cent. 

6. The extra space provided 
when the seven floor. serving 
kitchens were closed provided 
offices for dietitians and for other 
activities on the floors 
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7. On centralized tray service, 
the meal hours can be adjusted to 
best suit the needs of the patient. 

The study was conducted in the 
main hospital approxi- 
mately 200 trays are served from 
11 carriers. There are two service 
elevators for transport of carts. A 
cart is moved along the floor from 
room to room. Hot and cold items 
are combined on the tray just out- 
side the patient’s room and the 
tray is then delivered to the pa- 
tient immediately. 

A similar study was conducted 
in another part of the hospital 
where decentralized tray service is 
used. Here approximately 200 
trays are served from six floor 
serving kitchens. 

After reviewing the results of 
both tests, General Smith made 
the following general conclusions 
from the study: 

1. Implementation of centralized 
tray service required coordination 
of all professional and adminis- 
trative services of the hospital. 

2. Centralized tray service is 
detailed, but not difficult. 

3. Success of implementing a 
system of centralized tray service 
depends upon: 

(a) sincere belief in centralized 
tray service as a better form of 


where 


food service on the floors. 

(b) accurate planning 

(c) courage to put the plan in- 
to effect 

(d) coordination with 
one who might be affected 

(e) flexibility in meeting ob- 
stacles with an open mind and a 
desire to speed into another solu- 
tion if one plan fails. 

4. The dietitian and representa- 
tives of administration must real- 
ize ‘hat the quality of food for 
likes and 


every- 


pa..-nts will improve, 
dislikes will be taken care of, and 
hot food will be served hot 

5. There is no basis for the 
thought that all it takes to estab- 
lish satisfactory centralized tray 
service is obtaining the food carts 
This step is only the beginning in 
planning for the installation of 
centralized tray service 

General Smith prefaces his re- 
port with a note that a simila 
study was conducted for horizon- 
tal-type hospitals at Valley Forge 
Army Hospital. This 


supported centralized rather than 
* 


study also 


decentralized tray service 


March 1 


marks start 


of spring menu cycle 


March 1 marks the beginning of 
the spring cycle in the American 
Hospital Association selective cycle 
menu service. This service features 
a 21-day selective menu for each 
season of the year and each region 
of the country. There are separate 
menus for the following regions 
Midwest, South-Southwest, East 
and North-Northwest 

The spring menus are for use 
through May 31. For this period 
the same menus are repeated every 
three weeks. 

Spring cycle menus for the Mid- 
west were published in the Janu- 
ary 1 issue of HOSPITALS, JOURNAI 
OF THE AMERICAN HOSPITAL ASSOCI- 
ATION. The South-Southwest menus 
appeared in the January 16 issue 
of this Journal, The spring menus 
for hospitals in the East and North- 
Northwest were featured in the 
February 1 and 16 issues, respec- 
tively. Each set of menus includes 
weekly market orders for perish- 
ables. 

The summer cycle menus will 
be published in the April 1, April 
16, May 1 and May 16 issues of this 


Journal. . 
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DRIVE 
CONTROLS 


Forward and reverse 
direction lever located 
on push handle of cart 
Push buttons for stand 
ard and high torque 
drive located at bottom 























side of push handle 
When de 


pressed cort moves for 












button 








ward or backward, de 





pending on position 








direction leve Cart 











hen button 


- butto s 


EASY HANDLING 


The IDEAL self propelled Mealmobile is 






released, 









so easy to handle that it requires only ¥ 
one person to Operate it, thus giving you 
the benefit of a continuous saving This H 







operational saving should enable you to 
save the additional cost in the first six 
months of operation 











PNEUMATIC TIRES ie 
Pneumatic tires assure good tra ” 
fron no siipping of liding 

up ond down ramps 


DRIVE MECHANISM 
Wheel mounted, geor type, high torave BATTERY CHARGER 


motor industrial type design Direct 


















BATTERY HOUSING 


volt, automotive type bottery with 







drive from motor to left forword wheel + t in trickle 






of cart tery wheneve yrt plugged 


Mealmobile is NOW available with power drive! 











Mealmobile is now available with a new operator to change direction of the cart quickly and 


The IDEAL 


propelling accessory to provide ease of movement of the easily. For extremely steep grades a high torque button, 












cart over long distances or up steep grades. Push button also on the push handle, may be used to provide addi- 





f the tional power and speed. The propelling accessory is 





controls conveniently located on the push handle « 















cart provide easy operator control. A forward and reverse available for use with all other IDEAL carts. It can be 


Jever also on the push handle makes it possible for the installed either at our plant or in the field. 











Made only by the 


SWARTZBAUGH 


MANUFACTURING 
COMPANY 







for FREE 
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cnginceding and maintenance — 


why hospital 


engineering | 


is getting tougher 


M OST OF THE technical prob- 
i lems that face a hospital en- 
gineer today were unheard of as 
recently as 20 years ago. The engi- 
neer was the jack-of-all-trades 
who could repair or mend anything 
with practically nothing. At the 
same time, hospitals were also un- 
complicated. Electrical appliances 
were relatively few, automation 
was practically unheard of, and the 
choice of materials to be used in 
building and maintenance was 
limited. 

In many hospitals, only during 
the last few years have hospital 
engineers been required to have an 
engineer’s degree or equivalent 
work experience. This, of course, 
was always a desirable qualifica- 
tion, but was never given much 
emphasis. In a modern hospital, 
however, the engineer has quite as 
much responsibility as any other 
department head on the payroll. 
Until recently, the common re- 
quirement of a plant superintend- 
ent or a hospital engineer was that 
he be a qualified steam engineer 
or stationary engineer. 

An analysis of the present duties 
of a hospital engineer shows that 

Fred G. Hubbard is director of adminis- 
tration, City and County of Denver De- 
partment of Health and Hospitals. This 
article is adapted from a presentation at 
the first annual meeting of the American 
Hospital Association Personal Membership 


Department for Hospital Engineers, held in 
March 1957 at Colorado Springs, Colo. 
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Reasons behind the trend among 


hospital administrators to demand 
higher qualifications on the part of 
their engineers are examined by the 
author. Various means by which the 
engineer can improve his potential and 
contribute his full share to the care of 


patients are also outlined. 





operating the power plant is of 
lessening relative importance. 


MAJOR AREAS INVOLVED 


What are the major areas in 
which the modern plant superin- 
tendent must function? 

Preventive maintenance. This is 
an area of primary importance. 
One should not assume, however, 
that this viewpoint is common to 
all boards of trustees, There re- 
mains a selling job to be done. 

Corrective maintenance. This 
area should be of diminishing im- 
portance as more effort, time, and 
dollars are spent on preventive 
maintenance. 

Renovations and alterations. If 
the hospital maintenance staff car- 
ries out renovations and altera- 
tions, tremendous savings in 
money (approximately half on 
many jobs) can result. There is 
also the assurance that the finished 
job will be more suitable to hos- 
pital needs and the new facilities 
will tie into existing services. 


by FRED G. HUBBARD 


Construction planning. The hos- 
pital engineer is an _ important 
member of the planning committee 
for construction. He should be able 
to advise the hospitai administra- 
tor, the board of trustees and the 
architect on the plans for new hos- 
pital construction. His knowledge 
and experience place him in a 
unique position to give advice re- 
garding the type of flooring, light- 
ing, heating, wall covering, and 
the thousands of other items that 
make up these complex structures 

Hospital purchasing. The hos- 
pital engineer can make an im- 
portant contribution in the pur- 
chasing of equipment for the 
entire hospital. A purchasing com- 
mittee composed of the purchasing 
agent, a representative from de- 
partments concerned, and the hos- 
pital engineer is a necessity to good 
hospital administration. 

This establish 


certain basic specifications and pass 


committee can 


on all orders for equipment. Basic 
specifications that might be estab- 
lished by the committee are that 
all mobile equipment have rubber 
bumpers, all electrical equipment 
be approved by Underwriters 
Laboratories, casters on all items 
be of standard size, and so on. This 
committee can be of tremendous 
value, not only in recommending 
equipment which is 


safe, lasts 
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Hospital PPP 
Casework by 


Se hare 


At Lynchburg General Hospital, 
Lynchburg, Va. 
Admin.: R. §. Hugens 
Arch.: Samuel Hannaford & Sons, 
Pendleton G. Clark 


Central Sterile Supply Room 


Doctors’ Records and Mail File Patients’ Room Wardrobe Emergency Room 


In the modern hospital, special equipment require- large part in Lynchburg General’s decision. 

ments are the rule rather than the exception. That’s St. Charles’ skilled personnel and modern con- 
why when time came to select equipment for the new struction facilities are at your service—ready and 
Lynchburg General Hospital, the choice was Case- able to help you meet any problem of casework or 
work by St. Charles. design. Your inquiries will receive prompt attention. 


St. Charles’ quality and dependability played a tae a Pe 
¢ ¢ ¢ A request on your letterhead 
will bring our 

{() page ¢ atalog 

“St. Charles Hospital Casework” 


ST. CHARLES MANUFACTURING COMPANY, DEPT. HH-3, ST. CHARLES, ILLINOIS 
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longer, and is easier to maintain, 
but also in suggesting substitutes 
which can save money and per- 
haps do a better job at the same 
time. 

Training. A major function of 
the maintenance department is 
training. This includes the orienta- 
tion of new employees to the main- 
tenance department and further 
training for craftsmen in their 
trades.* 

Power plant operation. This is 
still an area of concern even 
though it is no longer the most im- 
portant function of this depart- 
ment. The complexities of this sec- 
tion have increased with automatic 
controls, centralization of suction 
systems and compressed air sys- 
tems in this area, and much more 
complex boilers. Whereas the hos- 
pital once relied on the power 
plant for heat only, a large num- 
ber of essential services are now 
centered here. 

Housekeeping. The hospital en- 
gineer is participating more and 
more in this activity. Here he finds 
himself in a new role of helping 
to determine linen specifications, 
standards for linen, distribution 
procedures, controls, etc., and 
passing judgment on various new 
wainscotings, floor and wall cov- 
erings, and cleaning equipment. 

Laundry. This, too, is very often 
a part of the hospital maintenance 
department. The laundry has be- 
come one of the most mechanized 
departments of the hospital. Tens 
of thousands ef dollars have been 
invested in equipment, much of it 
automatic; an _ interruption § in 
work flow quickly brings a short- 
age of linen throughout the hos- 
pital. For this reason, the engi- 
neer must see that this equipment 
is kept in top condition and that 
the supply of heat and power to 
the laundry is uninterrupted. 


REASONS BEHIND TREND 


Obviously, not all of the func- 
tions of the hospital engineer are 
included in the above headings, 
but this list should be sufficient to 
show some of the reasons behind 
the growing trend among hospital 
administrators to seek more highly 
qualified engineers. This upgrad- 


*For a full-length discussion on this sub- 
ject, see “Personnel orientation and train- 


° by Leland J. Mamer, Hospirats, 
J.A.H.A., 31:78, Dec. 1, 1957 
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ing of qualifications for a hospital 
engineer is not only to make sure 
that he can carry these responsi- 
bilities, but of equal importance, 
to provide hospitals with an indi- 
vidual who is able to keep abreast 
of changes that affect the opera- 
tion of his plant. A college degree 
is not necessarily the most impor- 
tant thing; a qualification just as 
important is a realization that edu- 
cation must be continual, that it 
must not end with the last exam- 
ination. 


HOW TO KEEP INFORMED 


How can the hospital engineer 
keep abreast of all the information 
he needs? How can he evaluate all 
the literature? How can he main- 
tain a thorough knowledge of the 
subjects which come within his 
realm? 

1. The professional organization 
of hospital engineers is one of the 
first steps. This should be an or- 
ganization within whose frame- 
work engineers can obtain the 
goals which could not be reached 
individually. 

2. Standards with which to judge 
hospital engineers must also be 
established. These standards might 
grow out of a rating system which 
would recognize outstanding hos- 
pital engineers and furnish hos- 
pital administration with criteria 
for use in selection or promotion. 

The possession of a bachelor’s 
degree or even a master’s degree is 
not enough. Establishment of 
standards would serve as an in- 
centive for the engineers now in 
the field to keep abreast of the 
times, and would give more stat- 
ure to their positions. 

3. Training programs are a nec- 
essity. Institutes sponsored by the 
American Hospital Association and 
state and regional groups are good 
examples of effective training pro- 
grams. 

4. Up-to-date information on 
hospital engineering can be gained 
from any of a number of publica- 
tions in the hospital field as well 
as several technical engineering 
publications. 

5. Local organizations of hos- 
pital engineers can make impor- 
tant contributions to the training 
of members. Various areas could 
be designated for a local organi- 
zation on the basis of city or 
county lines, or some other bound- 


ary which would include enough 
hospital engineers for an active 
group. Such organizations now 
exist in a number of states. Regu- 
lar meetings are held where ideas 
are exchanged, articles are re- 
viewed, tours of hospitals or re- 
lated institutions are conducted, 
and guest speakers such as archi- 
tects, anesthesiologists, air-condi- 
tioning engineers, or manufactur- 
ers are invited to discuss and 
demonstrate new products or new 
techniques. 

A list of possible subjects for 
these meetings would read like a 
list of the fields of knowledge 
needed by a hospital engineer. It 
would include noise control, heat- 
ing systems, elevator maintenance, 
grounds maintenance, hospital 
lighting, safety programs, power 
plant efficiency, care of mobile 
equipment, pneumatic tube sys- 
tems, construction planning, oper- 
ating room hazards, fire preven- 
tion, emergency lighting systems, 
sanitation, central oxygen and suc- 
tion systems, communications, etc. 


GOALS OF IMPROVEMENT 


As a hospital administrator, the 
author has observed the ability and 
potentiality of the hospital engi- 
neer to improve himself and the 
standards of his profession. It does 
involve a lot of effort and time, 
and while there is a good chance 
that his salary outlook will also 
be improved, there is no guaran- 
tee. 

Why should he do it? 

Satisfaction in service is one 
answer. The nurse at the bedside 


is helpless without the scores of 
employees behind the scenes who 


are contributing to the smooth 
functioning of a hospital. The mod- 
ern equipment she uses is only as 
good as its maintenance. Each new 
automatic device may eliminate a 
staff member or make a job easier, 
but it also adds to the maintenance 
responsibility. The more complex 
the machine the more helpless we 
are when it breaks down. 
Maintenance is a department 
that is unnoticed so long as every- 
thing is operating properly, but it 
can also be the most important 
service in the hospital in the time 
of need. Progressive hospital engi- 
neering means uninterrupted pa- 
tient care with the best equipment 
in the best working condition. 8 
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keeps Your O. R. F 


No need to add an expensive labor step with a 
conductive floor wax—no complicated routines to 
follow. Just mop your conductive floors regularly, 
using this tested, approved cleaner specially de- 
veloped in Hillyard laboratories for hospital con- 
ductive floors. Loosens and removes the soil with- 
out harsh scrubbing. Tests show 99.2% grime 
removal—cuts cleaning time as much as half. 

Even more important, it deposits no insulating 
film or soap scum. Regular use of CONDUCTIVE 
FLOOR CLEANER can actually improve the floor’s 
conductivity. 





The Hillyard “Maintaineer ©” 
time-saving treatment techniques for ALL floors in your 
hospital. Consider him your own trained floor care specialist, 
“On Your Staff, 
Not Your Payroll’ 


will be glad to show you 


ST. JOSEPH, MO. 
U.S.A 


Passaic, N. J. 
San Jose, Calif. 


Branches ond Warehouse Stocks in Principal Cities 
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HILLYARD FLOOR CARE 


simple mopping with yard Conductive Floor Cleaner 
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loor clean and SAFE 


Use Hillyard H-101 disinfectant after cleaning. 
Provides lasting effect. not harm con- 
ductivity; requires no special or extra treatment. 






Does 
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hersonnel changes 


@ Prince P. Barker, M.D., has been 
appointed manager of the Vet- 
erans Administration Hospital, 
Tuskegee, Ala. He was formerly 
director of professional services at 
the hospital. Dr. Barker succeeds 
Toussaint T. Tildon, M.D., who has re- 
tired. 


@ Sam Beanstock, M.D., has been ap- 
pointed manager of the Veterans 
Administration Hospital, Chilli- 


cothe, Ohio. He was formerly di- 
rector of professional services at 
the hospital. Dr. Beanstock suc- 
ceeds Harry H. Botts, M.D., who has 
retired. 


@ John E. Carroll has been appointed 
administrator of Dimmit County 
Memorial Hospital, Carrizo 
Springs, Tex. He was formerly 
chief laboratory and x-ray tech- 
nician at Memorial Hospital, Uval- 
de, Tex. 


@ Walter W. Ellis has been appointed 
administrator of Memorial Com- 
munity Hospital, Edgerton, Wis. 
He was formerly administrator of 
hospitals in Delaware, Pennsyl- 
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vania, Ohio, and Kansas. Health’s “halfway house” for pa- 
tients about to be discharged from 
@ Donald A. Hewitt, M.D., has been mental hospitals. Mr. Joseph was 
appointed medical director and formerly a social caseworker 
superintendent of Butte County 
Hospital, Oroville, Calif. He was @ Ernest S. Klein, M.D., has been ap- 
formerly director of the outpatient pointed super- 
department of the University of intendent and 
Texas Medical School. Dr. Hewitt mental health 
is a graduate of the University of executive of the 
California program in hospital ad- Peoria (Ill.) 
ministration. State Hospital 
é He was for- 
ap- z merly assistant 
superintendent 


@ Clarence P. Hucks has been 
pointed administrator of Cannon co te 
Memorial Hospital, Pickens, S.C. “ie of Elgin (Ill.) 
He was formerly administrator of State Hospital 
Loris (S.C.) Community Hospital. Dr. Klein has 
2 on, Saws also served with 
@ Robert G. Jeffries has been ap- state hospitals in Dixon, Chicago, 
pointed assistant administrator of and Kankakee, all illinois 
Albemarle Hospital, Elizabeth, 
N.C. He recently completed his 
residency at Athens (Ga.) Gen- 
eral Hospital. 


@ Harold B. Pine, D.Ed., has been ap- 
pointed assistant administrator and 
comptroller of Westmoreland Hos- 
pital, Greensburg, Pa. He was for- 
@ Leroy L. Joseph Jr. has been ap- merly assistant coordinator of a 
pointed executive director of hospital rehabilitation program 
Bridgehaven, Louisville, Ky., the and recently completed his hospi- 
Kentucky Department of Mental tal residency. He holds a doctor’s 





R for busy hospital lounges...Howell Modern Metal Furniture. For over 
30 years the leading producer of metal furniture for home and institutional 
use, Howell offers a complete line of upholstered lounge furniture, and 
cafeteria tables and chairs for hospital use. Your choice of attractive metal 
finishes on tubular stee/...warm, gleaming Bronztone—or striking 
Blactone. A wide selection of decorator upholstery covers and practical 
wood grain plastic finishes for table and desk tops. Durable and easy to 
maintain, yet styled in distinctive good taste to complement any interior 
decor. Write for new Howell Catalog. 














degree in education from Columbia 
University and is a graduate 
the Columbia University program 
in hospital administration. 


@ Eugene D. Rosenfeld, M.D., has ac- 
cepted a position as consultant for 
the Haddassah-Hebrew University 
Medical Center, Israel. He was for- 
merly executive director of the 
Long Island Jewish Hospital, New 
Hyde Park, N.Y 

Martin Saren has been appointed 
acting administrator of the hospi- 
tal. He was formerly assistant di- 
rector of the hospital. 


MR. SAREN MR. SITTLER 


@ William R. Sittler has been ap- 
pointed administrator of Walthe: 
Memorial Hospital, Chicago. He 


was formerly assistant adminis- 
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Hospital, 
a graduate 
University 


of Evangelical 
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Northwestern 
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been appointed 
administrator of Central 
munity Hospital, Chicago 
formerly assistant director of Mt 
Sinai Hospital, Chicago. Mr. Segall 
is a graduate of the Northwestern 
University program in hospital ad- 
ministration. Central 
Hospital, formerly Southtown Hos- 
pital, i 
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@ Walter F. Roberts, 80. died Jan 
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THE LAW IN BRIEF 








Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Suits Against California Hospitals 

A number of recently reported cases in the appellate 
courts of California have considered the application 
of the legal doctrine of res ipsa loquitur which has 
played an important part in the development of mal- 
practice liability. Because national publicity has been 
given to the size of some judgments in California 
malpractice cases, more than usual attention has been 
paid to the litigation in that state. 

Mondot v. Vallejo General Hospital, 313 P. 2d 78 
(Calif. App., 1957) involved the principle of res ipsa 
loquitur, meaning “the thing speaks for itself.’’ This 
applies where an injury is of a kind that does not 
ordinarily occur in the absence of someone’s negli- 
gence, and the causative agent was completely in 
the control of the defendants. The jury may hold the 
defendants liable under these circumstances without 
further proof of negligence. The defendants may 
show that they were not negligent, but unless they 
do so to the jury’s satisfaction they risk a verdict 
against them. It is usually more difficult to prove a 
negative, that is, to prove that one was not negligent 
rather than the contrary. 

Plaintiff in this case was suing for injuries resulting 
from an operation performed many years earlier. At 
a subsequent operation a foreign object was found 
in her person. She pleaded res ipsa loquitur but the 
trial court directed a verdict for the defendants. On 
appeal the lower court was reversed and the case 
sent back for retrial to allow the jury to decide 
whether the foreign object was left at the time of 
the earlier surgery or during one of the more recent 
operations which the plaintiff had undergone. 

As to the doctrine of res ipsa loquitur, the appellate 
court found that it did apply in this case even though 
there was a possibility that the foreign substance 
could have been left in the patient’s body at a later 
time when another physician treated her. It is not 
necessary, in order to apply the doctrine, for the 
plaintiff to exclude all other persons who might pos- 
sibly have been responsible, if the defendant’s negli- 
gence appears to be the more probable explanation of 
the accident 

Any extension of application of res ipsa loquitur 
makes it more difficult for defendant hospitals or 
doctors to escape liability when charged with negli- 
gence. Hence this case is disquieting. 

A coreful consideration of the history, effect, and 
limitations of the doctrine of res ipsa loquitur fills the 
report of Salgo v. Leland Stanford Jr. University 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the loca! bar 
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Board of Trustees, 317 P 2d.170 (Calif. App., 1957) 
The appellate court overruled the trial court by de- 
termining that the doctrine did not apply to an in- 
stance where unsatisfactory results of a translumbar 
aortography constituted the basis of a claim. 

The procedure at issue involved injection into the 
aorta of a barium substance to provide a contrast 
medium and thus allow making x-rays of the ab- 
dominal aorta. In this case the aortography was or- 
dered by Dr. Gerbode, a specialist in cardiovascular 
surgery, to whom the patient was sent by his own 
physician. Its purpose was to locate the blockage of 
the aorta and its extent. Dr. Gerbode submitted a 
written request for a house team of physicians and 
technicians to perform the aortography. In charge 
of the team was a hospital surgeon, who briefed the 
patient. It was he who inserted the needle into the 
patient’s aorta. A radiologist and an anesthesiologist 
were also present during the procedure. Dr. Gerbode 
watched the commencement of the operation but did 
not remain. He did not see the patient until the next 
morning when paralysis of the lower extremities was 
detected. 

The trial court had instructed the jury that the doc- 
trine of res ipsa loquitur was applicable under these 
circumstances. The appellate court found that the 
doctrine applied only if the jury found, as a matter 
of fact, that the needle had been inserted improperly 
Otherwise not, since the aortography was not so 
simple and well recognized a procedure that doctors 
or laymen would conclude that, in absence of some- 
one’s negligence, the unsatisfactory result could not 
ordinarily have occurred. 

Application of the doctrine of res ipsa loquitur in 
malpractice cases is a rather recent developrnent, 
said the court. It arose as a necessary reaction to the 
“conspiracy of silence’ among the medical profes- 
sion. In many communities it was impossible to find 
a doctor who would testify against another member 
of the profession no matter how obviously negligent 
the defendant might have been. As a consequence, 
where the medical or surgical procedure involved 

yas so common that even laymen would know that 
if properly conducted untoward results do not occur, 
the burden was placed on the doctor to explain what 
occurred in order to overcome an inference of negli- 
gence. This was especially necessary in cases where 
the patient was under anesthesia and thus could not 
know what had happened and the physicians per- 
sisted in defending their colleague. 

The difficulty with the doctrine is in determining 
when to apply it. Overuse of res ipsa loquitur so that 
physicians (and hospitals, as well) would be liable 


HOSPITALS, J.A.H.A. 
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statement satisfies insurance requirements. 
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Burroughs Division, Burroughs Corporation, 
Detroit 32, Michigan. 
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for all unexpected results would hinder the develop- 
ment of medical science. New and difficult procedures 
would not be attempted. The criterion proposed by 
this court, after a study of the applicable precedent 
cases, is this: The doctrine applies only where it is 
a matter of common knowledge among laymen or 
medical men, or both, that the injury would not have 
occurred without negligence. 

The fact that the patient is under anesthesia does not, 
of itself, determine whether the doctrine will apply. 
However, where a patient is under anesthesia and a 
different part of his body is injured than that which 
should have been involved in the procedure, and 
there is no evidence that such a result ordinarily 
might occur without negligence, the doctrine does 
apply. 

In the instant case there was testimony indicating 
that an untoward result could have happened even 
if the injection were administered properly. Other 
testimony tended to show that only improper inser- 
tion of the needle would have caused a resulting pa- 
ralysis. The court concluded that if the jury had 
determined that the needle was inserted improperly, 
then the jury could apply res ipsa loquitur. If the jury 
found that the needle had not been inserted improp- 
erly, there could be no presumption of negligence 
and the plaintiff would have to prove his case with- 
out benefit of the doctrine of res ipsa loquitur. 

In addition, the appellate court noted that the at- 
tending physician can be liable for the negligence of 
a hospital team only if, as a matter of custom or 
practice, he had the right of control and supervision 
of the team. Since the team at this hospital consisted 
of a qualified surgeon, a radiologist, an anesthesi- 
ologist, and several technicians, it was probable that 
the attending physician did not have such control of 
the team as to be responsible for their malpractice. 
He was responsible, however, for determining the 
competence of the team. 


Suspension of Association Member 


The law of private associations is applicable to much 
of the activity within the individual hospital organi- 
zation and to many of the associations to which 
hospitals belong. A recent suit involving a beach club 
and an unpopular member brings out salient points 
applicable to voluntary associations. 

Directors of the club were empowered under the by- 
laws to reprimand, suspend, or expel a member for 
certain conduct, providing written notice of the 
charges was presented to the member and an oppor- 
tunity given to reply thereto in writing. The plain- 
tiff was informed of the board’s resolution to suspend 
her, based, among other stated reasons, upon her 
“repeatedly expressed dissatisfaction and incitement 
of fears and discontent among the members, and de- 
fiance of the club’s management... groundless criti- 
cism and expressed personal animosity to the man- 
agement.” Plaintiff requested a “bill of particulars” 
and this was denied. The court considered only one 
issue: was the notice of charges sufficient within the 
meaning of the bylaws? 

The opinion points out that one who joins an organi- 
zation impliedly agrees to abide by the charter and 
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bylaws, but also expects the bylaws to govern any dis- 
ciplinary action taken against him. Since membership 
carries with it certain valuable material privileges, 
these privileges are not to be taken away except in 
strict compliance with the bylaws covering such 
action. In this case the notice containing the charges 
was held by the court not to comply with the bylaw 
specifications since the alleged charges related in the 
opinion were merely general conclusions, lacking in 
specificity. A proper reply could not be made to such 
notice. 

Although the board in this case may have been quite 
justified in resolving to suspend the member, it failed 
to comply with its bylaws with regard to procedure 
Therefore, all subsequent actions were invalid and 
the dispute could not be determined on its merits 
Fundamentally, the rule of law demonstrated here is 
applicable to most voluntary associations, be they 
hospitals, social groups, business leagues, or national 
organizations. Kendrick v. Watermill Beach Club, 165 
N.Y.S. 1009 (App. Div., 1957). 


Regulating A Clinic Pharmacy 

A state board of pharmacy ordinarily is autierized 
to promulgate reasonable rules for issuing licenses to 
operate a pharmacy. How far may the board go in 
setting standards of ownership and operation? A 
North Dakota case indicates what action exceeds 
reasonable limits. 

The Dakota Clinic is a corporation whose stockholders 
are the manager and the doctors who practice therein 
The clinic petitioned the North Dakota Board of Phar- 
macy for a permit to establish and operate a phar- 
macy at the clinic to provide a needed service for 
patients, especially the handicapped ones. A regis- 
tered pharmacist was to be in charge. The petition 
was denied because: 

(1) The corporate stockholders were not pharmacists, 

(2) No public entrance to the pharmacy from the 
street was provided, 

(3) The area of the pharmacy was less than 400 
square feet. 

These were violations of the regulations which the 
board had issued, purporting to act pursuant to it 
powers under the state pharmacy laws and as an 
administrative agency. 

While the courts are prone to uphold regulations of 
state administrative agencies unless clearly unau- 
thorized by statute, in this case the court held the 
regulations to be illegal in part, and partially un- 
reasonable as well. There was nothing in the statutes 
restricting ownership of pharmacies to pharmacists 
In fact, the statute allowed corporations to apply for 
a pharmacy permit and did not require any stock- 
holders to be pharmacists. 

A regulation so restricting corporate ownership was 
beyond the powers of the board and thus was void 
The regulations concerning street entrances and mini- 
mum area of the pharmacy were within the board’s 
rule-making authority but were arbitrary and un- 
reasonable. They were intended for drug stores; thei! 
application to a clinic was inappropriate. 

The applicant was granted its permit. Medical Proper- 
ties, Inc. v. North Dakota Board of Pharmacy, 80 N.W 
2d 87 (N.D., 1956). 
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Recession Curb: Hospital Building eek Biche 


A shift in congressional and administration think- 
ing is bringing forth both Republican and Democratic 
demands for a public works program. 

Federal aid to hospital construction which seemed 
slated for a sharp cutback now appears as a favorite 
public works project. 

Senate Democratic majority leader Lyndon John- 
son (D-Tex.) gave notice that his party intends to 
put forward a comprehensive domestic program to 
meet the threat of a national economic downturn. 

A speech by Sen. Johnson attacking the administra- 
tion’s “complacency” in the face of an economic re- 
cession was immediately followed by a special news 
conference in which Sen. Lister Hill (D-Ala.) called 
for stepped-up hospital construction programs and 
projects. 

Sen. Hill said: “as chairman of the subcommittee 
of the Senate Committee on Appropriations that han- 
dles all funds for hospital construction I have con- 
ferred with our leader [Sen. Johnson] on the matter 
of the large number of unemployed in the country 
today, and the need for getting the unemployed in 
jobs at the earliest possible date. I have asked the 
staff of my subcommittee to promptly check the ap- 
plications and needs for hospital construction in the 
areas especially affected by unemployment and to 
further ascertain needs for the expansion of the hos- 
pital construction program.” 

President Eisenhower has now found it necessary 


SEN. JOHNSON SEN. HILL REP. FOGARTY 


to issue an economic “fact sheet’’ on the nation’s econ- 
omy. In his mid-February White House statement he 
said his administration has a comprehensive plan for 
expanding and modernizing public works and build- 
ings. Hospitals are included among what he called 
“useful public projects to be taken off the shelf when 
they could be most appropriately undertaken.” 

It seems apparent that both the administration and 
Congress will move into a modest public works pro- 
gram within the next three months. 

Anticipating federal action in financing construc- 
tion projects to combat recession, AHA has brought 
the need for hospital renovation and modernization 


directly to the attention of both Congress and the 
White House. 

In its White House letter of Feb. 12, AHA’s position 
was “that hospital construction and hospital mod- 
ernization deserve an important place in any planning 
for public works as a measure to counteract re- 
cession.” 

Detailed discussions with administration officials 
and members of Congress by AHA staff have focused 
attention on the AHA-Public Health Service survey 
on the need for hospital modernization. This 1955-56 
survey showed the need for well over $1 billion 
worth of renovation work. Interest was created in 
the AHA suggestion for a program of long-term loans 
at very low or no interest rates with federal govern- 
ment support. Such loans could quickly generate an 
enormous amount of work on renovation and mod- 
ernization of existing metropolitan area hospitals 

The issue of Hill-Burton extension and hospital 
construction as an anti-recession measure will be- 
come the center of congressional concern after the 
Easter recess when House and Senate committees 
take up appropriations bills. 


AHA Seeks Full Hill-Burton Funds 


The American Hospital Association has recom- 
mended to Congress that it vote the full authoriza- 
tion of $150 million for the basic Hill-Burton pro- 
gram. In a letter to Chairman John E. Fogarty (D-R.I.) 
of the subcommittee of the House Committee on Ap- 
propriations, AHA pointed out that community hos- 
pitals are not only vital to our national defense pro- 
gram but constitute an essential construction item 
in any anti-recession measure. 

AHA told Chairman Fogarty that: 

(1) “In our estimation there is no facility more vital 
than the community hospital in our national defense 
survival program. In such an event the community 
hospita) would function much the same as a military 
base hospital did in former wars. Funds used to build 
up our general hospital beds in this country are in 
effect monies invested in national security as well 
as health. 

(2) “Hospital construction could prove to be one 
of the most effective anti-recession measures avail- 
able to us. Unlike most thought-of construction pro- 
grams, it could be started at once. The plans are 
already drawn; the sites are available. State plans 
have demonstrated what is needed immediately in 
communities in every state throughout the breadth 
and length of this land. As a consequence, only vitally 
needed facilities would be constructed. Administra- 
tive machinery to operate such a program is present 
in existing state agencies. Employment in every state 
would be materially aided.” 
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Urge Student Housing Fund Boost 


AHA is asking Congress for a $150 million loan 
authorization within the federal college housing pro- 
gram for student nurse and intern housing (see “New 
Legislation Introduced”). Last year’s authorization 
was set at $5 million. 

Although the program has only been in operation 
for a few months, 58 hospitals have submitted appli- 
cations for more than $29 million. This, AHA feels, 
is an exceptional showing in such a short time. 


Vocational Training Commended 


Democratic congressmen continue to criticize pro- 
posed administration cutbacks in domestic programs, 
particularly in the area of vocational education, in- 
cluding practical nurse training. 

Democratic Congressmen Carl Perkins (D-Ky.), 
Carl Brown (D-Ga.), Ray Madden (D-Ind.), John L 
Pilcher (D-Ga.), and Edith Green (D-Ore.) all spoke 
on the House floor in defense of continuing vocational 
education programs. 

Rep. Perkins said: “I say we must continue to back 
the vocational program that for 40 years has so faith- 
fully served us. Through it more than 67 million 
youths and adults have learned to earn while they 
have been trained for vital roles in society.” 

Rep. Madden cautioned “Congress this year to avoid 
any steps that would cut down on programs that 
really are so beneficial to the people, and not be 
carried away by a frenzy of spending billions of dol- 
lars on satellite explorations and neglect the programs 
that realiy benefit and are so essential to the welfare 
of the people of our country.” 


New Legislation Introduced 


H.R. 10532, by Rep. Vincent Dellay (D-N.J.), would 
amend the Social Security Act and the Internal Reve- 
nue Code so as to increase the benefits payable under 
the federal old age, survivors, and disability insurance 
program, to provide insurance against the cost of hos- 
pital, nursing home, and surgical service for persons 
eligible for old age and survivors insurance benefits 

H.R. 10547, by Rep. Jamie L. Whitten (D-Miss.) 
provides separate medical facilities for veterans 

$. 3213, introduced by Sen. J. William Fulbright 
(D-Ark.), seeks to increase by $250 million the bor- 
rowing authority of the Housing and Home Finance 
Agency for college housing loans. In a speech before 
the Senate, Sen. Fulbright said “the President’s 
budget message proposes to increase the fund by 
$200 million, and i am convinced that this amount 
is inadequate.’ 


Tax Status Change Sought 


The House Ways and Means Committee, which is 
considering revision of the income tax laws, has been 
asked to approve an amendment that would extend 
tax-deductibility to gifts made to all types of non- 
profit hospitals. 

Through its general counsel, Horace R. Hansen, of 
St. Paul, the Group Health Federation of America 
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filed a brief with the committee criticizing the law’s 
distinction between “charitable” organizations and 
those designated as “social welfare.” Gifts to the 
former are deductible, but not those made to the 
latter. Members of Group Health Federation include 
a number of prepayment, consumer-controlled hospi- 


tals and clinics. 

“Social welfare’ hospitals had to be excluded from 
the recent Ford Foundation gifts to the nation’s hos- 
pitals because of this “discrimination,” Mr. Hansen 
told the committee. 

“A so-called ‘conventional hospital’ ordinarily en- 
joys a first-class exemption under Section 501(c) (3), 
even though in practice it cannot qualify as a truly 
‘charitable’ organization by the classical tests,” he 
stated. “It qualifies for the gifts only because of its 
classification as ‘charitable,’ under a fiction which has 
as its reference point tradition rather than logic 

“On the other hand, an equally nonprofit hospital, 
but having a second-class exemption under Section 
501(c) (4) as a ‘social welfare’ type organization, can- 
not qualify for the gift, because it would not be de- 
ductible by Ford or by any other donor.” 

PRIVATE HOSPITAL CONSTRUCTION TREND UP—New con- 
struction of hospital and institutional facilities unde: 
private sponsorship continues to rise, while that fi- 
nanced with public funds remains on down swing 

Figures for January 1958, compiled by Departments 
of Commerce and Labor, disclose the following 

New starts on private hospital and institutional 
projects in January had an estimated value of $47 
million. This compared with $33 million for January 
1957, or an increase of 42 per cent. Private construc- 
tion of all types combined residential, industrial 
commercial and al] others rose only 2 per cent be- 
tween January 1957, and January 1958 

The same type of building, but under public aus- 
pices, totaled $22 million in January 1958. It was $24 
million in the same month of 1957, so that the drop 
was approximately 8 per cent. For the same period, 
public construction in the aggregate rose 6 per cent 

COMMITTEE ON RADIATION ESTABLISHED—A Nationa! Ad- 
visory Committee on Radiation has been established 
by Dr. Leroy E. Burney, surgeon general of the Public 
Health Service 

‘Development of adequate safeguards against the 
hazards of radiation must be regarded as an increas- 
ingly important public health responsibility,” said 
Dr. Burney 

Dr. Russell H. Morgan, radiologist in chief of Johns 
Hopkins Hospital, Baltimore, is chairman of the group 
Other appointees are 

Dr. Arnold O. Beckman, businessman, Fullerton 
Calif.; Dr. Victor P. Bond, Brookhaven Nationa] Labo- 
ratory; Dr. Richard H. Chamberlain, Philadelphia 
radiologist; Dr. James E. Crow, geneticist, University 
of Wisconsin; Dr. Herman E. Hilleboe, New York State 
Commissioner of Health; Dr. Edward B. Lewis, biolo- 
gist, California Institute of Technology; Dr. Berwyn F 
Mattison, executive secretary, American Public Health 
Association; Lauriston S. Taylor, National Bureau of 
Standards; Dr. George W. Thorn, physician in chief 
Peter Bent Brigham Hospital, Boston; Dr. Abel Wol- 
man, sanitary engineer, Baltimore 
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What’s New in Administration 


Discussed at ACHA Congress 


The atomic age arsenal of administrative techniques was examined in 
depth at the first Congress on Administration undertaken by the Ameri- 
ean College of Hospital Administrators. The congress, a long-nurtured 
idea of the college, provided a successful climax to the ACHA’s 25th 
anniversary. It was held in Chicago Feb. 9-11. More than 800 ACHA 


members registered. 

The program featured: 

@® Two-hour breakfast seminars 
(13 on Monday, 12 on Tuesday) 
covering 25 aspects of administra- 
tion. (Excerpts from these semi- 
nars appear on p. 91.) 

@ Four guest speakers who told 
of a brave new world of adminis- 
tration evolving from techniques 
and equipment now being devel- 
oped in industry and science. 

@ Awards for “significant con- 
tributions to the science of admin- 
istration” to Herbert A. Simon for 
his book Administrative Behavior 
and to Wallace S. Sayre for his 
two-part article, ‘Principles of 
Organization,” originally published 
in this Journal. 


@A 25th anniversary banquet 


MR. SIMON MR. FERGUSON 


highlighted by an address by Sen. 
Paul H. Douglas (D-Ill.) and pre- 
sentations to the six living founders 


and officers of the ACHA. 


FERGUSON ON AUTOMATION 


The impact of automation on hos- 
pitals is just beginning, Malcolm P. 
Ferguson told the audience at the 
first general session of the con- 
gress. Mr. Ferguson, president of 
Bendix Aviation Corp., broadly de- 
fined automation as a new way of 
accomplishing more things with 
fewer people in less time. He said 
that “those phases of hospital oper- 
ation associated with communica- 
tion, accounting and records of all 
kinds will benefit from similar ap- 
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plications of automation in busi- 
ness.” 

Tol Terrell, president of the 
American Hospital Association and 
administrator of Shannon West 
Texas Memorial Hospital, San 
Angelo, Tex., presented greetings 
to the congress from the AHA; 
Frank S. Groner, ACHA president, 
also presented greetings to the 
group. 

When it comes to carrying out 
the daily routine involved in run- 
ning his organization, the top ex- 
ecutive should be no more than a 
“fifth wheel.’’ He should be free to 
anticipate “external changes and 
bring about appropriate internal 
changes”’ to meet any novel prob- 
lems that may develop. 

Thus argued Herbert A. Simon 
in his speech at the afternoon ses- 
sion. Professor Simon, of Pitts- 
burgh’s Carnegie Institute of Tech- 
nology, earlier had received a 
medallion and a $500 check for his 
award-winning book Administra- 
tive Behavior. The presentation was 
made by James A. Hamilton, direc- 
tor of the course in hospital admin- 
istration at the University of Min- 
nesota. 

Professor Simon said that me- 
chanical innovations will become 
increasingly responsible for solving 
day-to-day problems on a mathe- 
matical basis that precludes guess- 
ing. He said that digital computers, 
when properly “programed,” are 
already sophisticated enough to 
“handle symbolic information.” The 
computers, he said, can solve prob- 
lems on the level of difficulty of 
high school geometry theorems us- 
ing “processes similar to those in 
the human mind.” 

OPERATIONS RESEARCH 

From intercontinental ballistic 
missile defense to cheaper chicken 
feed, operations research helps de- 
termine the most efficient, effec- 


tive, and economical way to handle 
a situation. 

So explained Thomas C. Cay- 
wood, Ph.D., speaking at the final 
day’s morning general session. Mr. 
Caywood, a partner of Caywood- 
Schiller Associates, Chicago, de- 
fined operations research as “the 
study of complex man and/or ma- 
chine phenomenon to gain under- 
standing for purposes of control 
and improvement.” 

Mr. Caywood pinpointed some 
hospital jobs—purchasing, inven- 
tory control, plant layout, waiting 
line problems, use of service facili- 
ties and maintenance of equipment 
and facilities—successfully tackled 
by operations research methods, He 
said the technique is particularly 
helpful when applied to such de- 
terminations as “the size of a new 
hospital, number of beds, numbe1 
of emergency beds, design of ward 
units, an analysis of walking dis- 
tance space between beds and the 
effect of an early ambulation pol- 
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icy 
ONE BLUNDER IS ALL IT TAKES 


The best laid plans of mice and 
men may go astray, but there’s a 


MR. CAYWOOD MR. MARTIN 
good chance they won’t if the strat- 
egy behind the plans was well con- 
ceived. That was the message de- 
livered by Norman H, Martin, 
assistant professor of industrial re- 
lations at the University of Chi- 
cago, at the final general session of 
the congress. Professor Martin said 
that the goal of strategy was to 
create ‘‘advantageous circum- 
stances.” To help plan strategy, 
Professor Martin suggested: 

1. A plan of action based on pre- 
dictions of the future, an analysis 
of strengths and the “‘tactical means 
available.” 

2. A good intelligence 
that provides knowledge of the 
personalities of the people involved, 


system 
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The Castle “200” 
Washer- Sterilizer 


SURGICALLY STERILE INSTRUMENTS 
IN JUST 15 MINUTES 






PLENTY OF ROOM—The Castile ‘'200’’ all-monei tank holds 
2 extra-large instrument trays! 


This is the fastest automatic washer-steril- 
izer ever made. The Castle “‘200” will scrub, 
sterilize and dry instruments from a septic case 
in just fifteen minutes. We know you'll agree: 
this is a useable achievement. 





You Press the Button 
..."200" Does the Rest 


There is no substitute for sterilization as yet. 





The Castle “200” washes and sterilizes com- 
pletely, replacing hours of tedious hand scrub- 
DOUBLE SAFETY—This Castle “200 dual safety lock pre- bing and subsequent autoclaving. Yet its opera- 
vents opening of door until pressure is zeroed. 


tion is so easy. You merely load the trays of 


6 a) ee ee ec a a | soiled instruments into the Castle “200”’ washer- 








sterilizer. Close the dual lock safety door. Then 
press the button. Castle does the rest! You are 
then free for other duties. 

Inside the washer, clean bubbling water and 
turbulent steam go to work, gently and thor- 
oughly massaging every crevice. Surgical 
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wastes are swept over knife-edge to drain, in- 
struments sterilized at 270°F. and the tank 


drained automatically under pressure. 


owe 


In just fifteen minutes a bright pilot light 
YOU PRESS THE BUTTON—And the Castle “200” rinses. ae le 

scours and sterilizes automatically. Tedious hand scrubbing calls you back... clean dry sterile instruments 
is eliminated. . P . 

are ready for immediate surgical use or storage. 


Write for descriptive folder. 


WILMOT CASTLE COMPANY 
BOX 629 © ROCHESTER, N. Y. 
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FOR EMERGENCIES—In case of hospital power failure the 
complete cycle may be controlled manually from a single 


handle. € Ms 
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@® Talent without discipline is of 
little value in any organization. 

@ When an unpopular decision 
has to be made, make it. There is 
no point to prolonging a “no” and 
thereby giving false hope. 

@ Part of the friction in hospital- 
professional relations stems from 
the fact that everyone wants spe- 
cial consideration for the person- 
nel of his department. 

@ Perhaps hospitals should make 
a distinction between lay and pro- 
fessional people in formulating 
personnel policies 

@ Keep interviews as simple and 
informal as possible. The ‘“desk- 
less’ technique improves commu- 
nication by putting the interviewee 
at ease. 

@ Be a good listener, especially 
if you want to “size up” the other 
person. Suggest don’t demand: 
ask don’t tell. 

@ It is easier for an administra- 
tor to terminate a conversation in 
a supervisor’s office than in his own 

one reason why the administrator 
should leave his office for visits 
with department heads and other 
staff 

® People tend to understand best 
the things in which they are most 
interested. How to secure more in- 
terest in problems among person- 
nel is a question that must be at- 
tacked constantly 

@ Purpose of discipline is to cor- 
rect, not to punish. Look for un- 
detrimental 
these 


derlying causes for 
actions, then try to correct 
causes 

@ The administrator must make 
sure that all communications are 
expressed in words that establish 
the proper speech connections, It 
is best to follow all verbal commu- 
nications immediately with a writ- 
ten directive. 

@ Women tend to react emotion- 
ally to words more than men do 

@® Many organizations still hire 
people on the basis of expediency 


including their motives and “‘stra- 
tegic stature,’ which he defined as 
the amount of influence they have 
on other people. 

3. Intelligent use of the “‘grape- 
vine.” The grapevine, said Profes- 
sor Martin, is “a valuable but a 
device.” It is really a 


misnamed 
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‘Worth Quoting’ from ACHA Seminars 


rather than merit 

@® Productivity and dollar 
are not useful concepts for evalu- 
ating the effectiveness of a hospi- 


profit 


tal’s performance 

@® Keep committees 
than six—for decision making and 
Expand the size 


small le: 


recommendation 
of the committee up to 12 for 
ideas and information 


@ The better a department head 


is, often the harder he is to get 
along with 

@ Hear people out. 

@® Department heads are often 


too close to problems that develop 
regarding their staff 

@ A committee may recommend, 
but the administrator should have 
the authority to accept or reject 
the recommendations 

@ It is entirely possible for ma- 
Whether 


dependent 


ture change 


they do change or not is 


people to 
upon the sincerity of the person 
trying to bring about 

@® Professional 


the change 


people must 


recognize that as they advance 
they will be called upon to per- 
form both in their professional 


capacity and in management. A 
good head 
much more valuable for her ability 


out nursing 


nurse, for example, is 


to get others to carry 


duties than for her ability as a 
nurse, even though this was he 
primary training 

@ He who waits to do a great 
deal of good at one time often fail 
to act 

@ Failure to maintain a sense of 


balance may make the administra- 
tor ineffective. Put first things first 

@® Develop 
Don't “randomize.” If 
tates in a course of action because 
of fear of making a 
progress 


selective attention 


one hesi- 


mistake, he 
is impeding 

® The administrator is generally 
responsible for “passing the buck” 
upward by subordinates because 
they have not been given authority 

@® Employees often 
made without 


resent de- 
cisions their par- 


ticipation 


series of closed circuits or cliques, 
he said, interlocked by one or two 
people who belong to several 
cliques. 

Quoting Walter Pitkin, 
Martin that “unfortunately, 
life is not a matter of averages.” A 


is shaped instant 


Professo1 


said 


man’s charactet 





said, and can be 


by instant, he 
ruined by “the colossal destructive- 
ness of a single blunder.” 

The 25th anniversary banquet of 
the ACHA concluded the congress 
In the featured address, Sen. Paul 


Douglas listed as unsolved the 
“economic problems of catastrophic 
sickness and of the aged.” Also un- 
said, are the problems 
created by “high construction and 
high operating costs.” He called for 
“daring open-mindedness” in the 
earch for a solution to these prob- 


solved, he 


lems 

pecial ceremony preceding 
Frank S 
college, 


In a 
Sen. Douglas’ 
Groner, president of the 
presented citations to the following 


address, 


founders and first officers of the 
ACHA 
Maurice Dubin, (retired), 


Brooklyn, N.Y 
Ernest I. Erickson, superintend- 
ent, Augustana Hospital, Chicago 
J. Dewey Lutes, superintendent, 
Woonsocket (R.I.) Hospital 
Robert E. Neff, hospital consult- 
ant, State Board of Health, Indi- 


anapolis 


Joseph G. Norby, hospital con- 
ultant, Milwaukee 

L. C. Vonder Heidt, administra- 
tor, West Suburban Hospital, Oak 
Park, I] 


Hospital Restrictions Tested 
In Three Michigan Lawsuits 


Legal action in Michigan courts 
being brought on the question 
of hospital authority in restricting 
the practice of physicians. Pon- 
tiac (Mich.) General Hospital is 
involved in two suits brought by 
whose privileges 
restricted or terminated 

Dr. N. H. Sullenberger is suing 
for reinstatement as well as mone- 


for alleged loss of 


surgeons were 


damages 
practice; the hospital had 
its action on charges of misconduct 
and repeated infractions of the 
hospital rules. Six surgeons whose 
privileges were restricted § are 
plaintiffs in another suit 
the Pontiac General Hospital 

In both cases the doctors assert 
that only the Michigan State Board 
of Registration in Medicine is au- 
thorized to regulate the practice of 
physicians and surgeons in pub- 
lic hospitals of that Local 
rules or bylaws restricting surgi- 
they contend, are 
Neither suit has 


tary 
based 


against 


state 


cal privileges, 
without effect 
been tried yet 


The circuit court at Allegan, 
Mich., has ruled in a case brought 
by a doctor who was denied the 
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privilege of practicing in a volun- 
tary nonprofit hospital. The court 
determined that although the hos- 
pital was not a governmental in- 
stitution, neither. was it a pro- 
prietary corporation. It was a 
community service and thus con- 
stituted a public or quasi-public 
hospital. 

A physician licensed to practice 


in Michigan, stated the court, en- 
joys a license to practice in the 
public hospitals of the state. He 
is subject to the reasonable by- 
laws, rules and regulations of the 
hospital, however. A public hos- 
pital is similarly restricted in its 
efforts to remove staff physicians. 

An appeal of this decision is 
being considered. 





FEB. 11-13 CONVENTION— 





. . > . . oe . b 
Methodist Policy Advisory Group Urged 
Establishment of a policy advisory committee by the general secretary of 
the National Association of Methodist Hospitals and Homes was recom- 
mended in a hospital section meeting at the organization’s annual conven- 


tion. 


The convention, held in conjunction with the annual meeting of the 


American Protestant Hospital As- 
sociation, took place in Chicago 
Feb. 11-13. 

The advisory committee, as pro- 
posed by Vernon Stutzman, ad- 
ministrator, Methodist Hospital of 
Brooklyn (N.Y.), would give its 
recommendations on what policies 
should be adopted by the Metho- 
dist organization concerning such 
matters as hospital sterilization, 
accreditation of hospitals, ac- 
creditation of schools of nursing, 
social security in relation to the 
aged medically indigent. 

Ralph M. Hueston, Methodist 
hospital association president and 
superintendent of Chicago Wesley 
Memorial Hospital, suggested that 
the campaign to get more Metho- 
dist employees and students into 
Methodist hospitals be  broad- 
ened. 


MORE WORKERS NEEDED 


Robert H. MacRae, executive 
director, Welfare Council of 
Metropolitan Chicago, said there 
must be a highly organized effort 
to recruit more health-welfare 
personnel and that former social 





and health workers should be en- 
couraged to return to. hospital 
work. 

Salary levels, he said, should be 


MR. MacRAE MR. TIBBETTS 


re-examined; they have barely 
kept pace with the rising cost of 
living. Workers cannot be ex- 
pected to remain in hospital work 
if they can’t live on their earn- 
ings, Mr. MacRae said, no matter 
how dedicated they are. 

Clark Tibbetts, assistant di- 
rector of the Department of 
Health, Education, and Welfare’s 
special staff on aging, and Wilma 
Donahue, chairman of the Uni- 
versity of Michigan’s, Division of 


PANEL MEMBERS at a meeting of the National Association of Methodist Hospitals and Homes 
discuss “student personnel services in an accredited school of nursing.’’ L to r are: Mary B. 
Anderson, director of nursing, Bronson Methodist Hospital, Kalamazoo, Mich.; Elmer W. Paul, 


administrator, Burge Hospital, 


Springfield, Mo.; Vernon T. Spry, administrator, Asbury 


Methodist Hospital, Minneapolis; Robert A. Dahl, chaplain, Chicago Wesley Memorial Hos- 
pital; Henrietta E. Davis, director of nursing, Board of Hospitals and Homes of the Methodist 


Church, and Harry C. Wheeler, 
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administrator, 


Deaconess Hospital, Spokane, Wash. 


Gerontology, in a panel discussion 
on homes for the aged noted that 
many agencies in different areas of 
social endeavor are establishing 
committees on aging and that the 
federal government is_ taking 
greater cognizance of the problem 
by making more funds available 

The aged themselves are band- 
ing together into groups which 
may be applying pressures in 
their own behalf, it was said dur- 
ing the discussion. 

Henrietta E. Davis, director of 
nursing for the Board of Hospi- 
tals and Homes of the Methodist 
Church, reported the results of a 
survey of nursing residence di- 
rectors which indicated that their 
titles varied widely (house mother, 
dean of women, etc.), as did their 
salaries (from $1200 per year to 
$5000 per year), and their knowl- 
edge as to how much authority 
they have. Twelve residences re- 
ported that their directors were 
65 years of age or older. 


ANNUITIES URGED 


C. A. Byers, superintendent, 
Methodist Home for the Aged, 
Topeka, Kans., said there should 
be no hesitancy to ask the church 
for more funds to meet rising costs 
He suggested that homes for the 
aged sell annuities to persons 70 
years of age and older as a means 
of securing funds for operating 
expenses and care of the aged. 

James P. Simmonds, chairman 
of a committee studying promo- 
tional methods used in support of 
Methodist-related hospitals and 
homes, said that only one-third of 
homes for the aged are self-sup- 
porting and urged that the public 
relations personnel available 
through the church be further uti- 
lized. He also said there should be 
greater emphasis placed on get- 
ting the “benevolent dollar” from 
foundations and as special gifts 

At another sectional meeting, 
Laurence B. Hutson, administra- 
tive director, North Shore Health 
Resort, Winnetka, IIl., said that 
though there have been significant 
developments in the field of psy- 
chiatric care there has not yet been 
a breakthrough; 50 per cent of 
hospital beds are occupied by 
mental patients. 

Mr. Hutson quoted Dr. William 
Menninger as saying that 80 per 
cent of mental patients could be 
discharged a year after admission 
if given intensive care, although 
today most mental patients die in 
hospitals. 

Stanley R. Nelson, administra- 
tor of Parkview Memorial Hospi- 
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tal, Fort Wayne, Ind., said that 
hospitals should make greater use 
of methods engineers. He said that 
hospitals do not use them enough 
because of lack of awareness of 
the methods engineer’s usefulness, 
complacency on the part of the 
administrator as to how efficiently 
his hospital is running, and the 
lack of available measures of 
quality in hospital operations as 
compared to the quantity factor. 


BLUE CROSS ABUSE 

Charles R. Freeman, adminis- 
trator of Alton (Ill.) Memorial 
Hospital, reported that a seven 


year study of 88 Illinois hospitals 
showed over-utilization of Blue 
Cross by hospital personnel. He 
said that this situation leaves a 
poor public impression of Blue 
Cross, especially in the light of in- 
creases being sought by a number 
of Blue Cross Plans. 

Rev. Harold E. Baker, adminis- 
trator of the San Diego Methodist 
Home, Chula Vista, Calif., was 
elected president of the Methodist 
association. Other officers elected 
were: president-elect, Victor B. 
Hann, superintendent of the Meth- 
odist Home for Children, Mech- 
anicsburg, Pa.; vice president, 
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Western Division: 
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Seattle, Washington 
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CONTINUING IN 1958 . . . Growth Through Service 


A Fourth Lawson Associates Office 


It is our pleasure to announce the establish. 
ment of another Lawson Associates Regional Of- 
fice to bring closer to every hospital in the land 
the finest in hospital financial programming. 


Now, through our branch in Sacramento, Law- 
son Associates’ services are more readily available 
to hospitals in the growing Southwestern United 


Ihis new branch joins the expanding network 
of regional control points designed to afford 
greater supervision of campaigns, pledge collec. 
tion follow-up, and consultative service. 

Such expansion continues to follow our record 
of achievement in all parts of the nation. 


What is it that causes more and more hospi- 
tals to place their trust in Lawson Associates? 


raises more money, at a 
lower cost-per-dollar-raised, in a shorter period 
of time, with greater public cooperation and 
understanding, than any firm in existence. 


To obtain a cost-free, detailed analysis of your 
hospital funds problem, telephone us collect, at 
any of our offices, or write us today. 


LAWSON ASSOCIATES... 


Central Division: 
3545 Lindell Boulevard 
St. Louis, Missouri 
Jefferson 5-6022 


Southwest Division: 
2015 J Street 

Sacramento 14, California 
Hickory 6-5759 











Bolton Boone, administrator, 
Methodist Hospital, Dallas, Tex.; 
secretary, Rev. Floyd N. Drake, 
administrator, M. J. Clark Me- 
morial Home, Grand Rapids, Mich. 

At an American Protestant Hos- 
pital Association session on nurs- 
ing problems, Hilda M. Torrop, 
R.N., executive director of the 
National Association for Practical 
Nurse Education, said that higher 
standards are needed in both the 
entrance requirements for en- 
trance to practical nursing schools 
and in the schools themselves. She 
said that greater recognition and 
more’ responsibility should be 
given to practical nurses. 


OPPOSES UNIONIZATION 


Dr. Frank R. Bradley, director 
of Barnes Hospital, St. Louis, rec- 
ommended that head nurses be per- 
mitted to do their jobs with as little 
supervision as possible and that in- 
service training programs be es- 
tablished to cut down personnel 
turnover and to give improved 
nursing service. 

Unionization, he said, must be 
resisted. Unions, if allowed to be- 
come too widespread, will attempt 
to insert their thinking into the 
day to day operations of hospital 
administrators, Dr. Bradley said. 

He termed church aid to hospi- 
tals and schools “Christianity with 
its sleeves rolled up.” 

Edith Payne, director of nursing 
service and nursing education, 
Presbyterian-St. Luke’s Hospital, 
Chicago, urged that supervisory 
instructions be written. 

Nursing procedures, she _ said, 
should be studied with an eye 
toward streamlining medication 
procedures and procedures which 
could be performed by nonpro- 
fessional personnel. 

David Kinzer, executive secre- 
tary of the Illinois Hospital As- 
sociation, said that government, 
industry, and the medical pro- 
fessions must combine their ef- 
forts in support of nurses’ training. 
Nursing schools in his state, he 
said, are losing $700 per student 
per year. A number of Illinois 
nursing schoo’ have closed, he 
said, because lack of funds and 
faculty. 


ACCEPT WOMEN MORE THAN 35 
Mildred Schwier, director of 
the National League for Nursing’s 
Department of Diploma and As- 
sociate Degree, said that women 
more than 35 years of age should 
not be excluded from _ nurse’s 
training. She also said that when 
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residences are crowded 
students should be permitted to 
live outside the dormitories. 
Ray Amberg, American Hospital 
Association president-elect, in an 
afternoon APHA session, said that 
hospitals should be less concerned 
with costs than with making the 
services provided worth the cost. 
At a business session, increases 
in dues for personal members and 
for institutional members were ap- 
proved and the chaplain’s section 
of the association was changed to 
the chaplain’s association. 
Elected to APHA office were: 
president, Paul R. Hanson, admin- 
Emanuel Hospital, Port- 
land, Ore.; president-elect, Edwin 
B. Peel, administrator, Georgia 
Baptist Hospital, Atlanta; first vice 


school 


istrator, 





president, Jane E. Wrieden, admin- 
istrator, Booth Memorial Hospital, 
Cleveland; second vice president, 
Elmer W. Paul, administrator, 
Burge Hospital, Springfield, Mo.; 
treasurer, C. E. Copeland, admin- 
istrator, Missouri Baptist Hospital, 
St. Louis. 

Among the other groups meet- 
ing with APHA was the Lutheran 
Hospital Association which elected 
the following officers: president, 
Kenneth J. Holmquist, administra- 
tor, Bethesda Lutheran Hospital, 
St. Paul; vice president, Robert 5S 
Hoyt, administrator, Lutheran 
Hospital of Maryland, Baltimore; 
secretary-treasurer, Rev. Carl R 
Plack, secretary for chaplaincy 
services, National Lutheran Coun- 
cil, Washington, D.C 





INCREASED DEMAND SEEN— 





Medical Education Trends Explored 


The impact which the important changes occurring in our society are 
having on medical education and, inextricably, on medical and hospital 


care were explored by the 54th Annual Congress on 


Medical Education 


and Licensure from Feb. 8 to 11 in Chicago 


The congress is sponsored by 
Hospitals of the American Medical 
Association, the Advisory Board 
for Medical Specialties and the 
Federation of State Medical Boards 
of the United States. 

On population growth Dudley Kirk, 
Ph.D., demographic director, Pop- 
ulation Council Inc., said that “we 
must prepare for the largest ab- 
solute increases in population in 
our entire history in the next two 
decades.”’ He called the official esti- 
mate for 1975 of 221,522,000 con- 
servative, saying that a reasonable 
guess of our population in 1980, “less 
than 25 years away, is 240 millions 
and a reasonable range of possi- 
bilities is 220 to 250 millions, im- 
plying a population growth of be- 
tween 55 and 85 millions.’ He noted 
the general upgrading in the social 
and economic characteristics of the 
people of the nation and said that 
“this means an increasing demand 
for medical service.” 

On economic changes Meyer Kestn- 
baum, president of Hart Schaffner 
and Marx and a special assistant to 
the President of the United States, 
said the standards and expectations 
of the American people had’ in- 
creased enormously. He noted the 
socialization of a great many medi- 
cal programs, the bringing of the 
mass of people close to medical 
facilities and the increased ability 
of the medical profession to deal 
with the health of the country. The 
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the Council 


on Medical Education and 


implications of these changes, he 


said, are “greater and more im- 
minent than the [medical] profes- 
sion recognizes . there isn’t a lot 
of time to sit around and talk about 
these things. The changes required 
these 


and 


to accommodate ourselves to 


needs should be encouraged 


not resisted 

Talcott Parsons, Ph.D., professo 
of sociology at Harvard University 
said he did not “look for 
usually meant by 
medicine’ in the future in 
country, nor do I look for 
ervation or restoration of the pat- 
tern where the typical 
practiced on a strict fee-for-service 
There will but 


+ 


more collective organization it 


what has 
‘socialized 
this 


pres- 


been 


physician 


basis. not be less, 
is, to my mind, quite unrealistic to 
expect that the individual family 
will typically wish to pay for medi- 
cal care on an ad hoc basis, when 
more effective ways of handling the 
problem are available I would 
expect it to become increasingly a 
matter of public policy to assure 
rather high minima of 
health care to the whole popula- 
tion, independent of the financial 
resources of the family and indeed 
independent of the level of ‘prov- 
idence’ of the individual or his 
family.” 

On physician utilization Dr. Leland 
S.. McKittrick, chairman of the 


access to 
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AMA’s Council on Medical Educa- 
tion and Hospitals, said it is “im- 
perative that along with the physi- 
cian shall be trained an adequate 
number of auxiliary personnel to 
insure the efficient use of the more 
highly trained medical school grad- 
uates. Dr. McKittrick wondered 
whether or not we are “giving too 
little thought to bringing some of 
our patients to the skilled care and 
efficient hospital facilities which 
certain patients need—and too 
much to attempting the impossible 
task of developing highly trained 
specialists and then trying to en- 
courage them to settle in areas 


which cannot be equipped to offer 
the facilities necessary to support 
the quality of care which they are 
able to offer.” 

On residency training Dr. T. Stewart 
Hamilton, director of the Hartford 
(Conn.) Hospital and vice chair- 
man of the American Hospital As- 
sociation’s Council on Professional 
Practice, said that prepayment 
plans have produced both a rela- 
tive and absolute decrease in serv- 
ice patients, those for whom “hos- 
pitals were first built, the teaching 
material of the past.” Dr. Hamilton 


saw factors which would further 


decrease the number of service pa- 
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tients available for residency train- 
ing and saw further that the use of 
private patients for residency 
training would fill the teaching 
needs of the intern and junior 
resident but would not necessarily 
fill the need of the senior resident, 
especially in surgery and obstetrics 
and gynecology. He pointed out 
that “‘many surgeons and obstetri- 
cians feel a deep moral as well as 
legal obligation 
to perform 
themselves 
every procedure 
for which they 
contract with 
the patient...” 
and are thus un- 
willing to per- 
mit the surgical 
or ob-gyn. resi- 
dent to perform 
the procedure. 

Dr. Allan C, Barnes, professor of 
obstetrics and gynecology, Western 
Reserve University School of Medi- 
cine, Cleveland, contended that the 
increased use of private patients 
was one of “those pat solutions 
which are often so glibly offered but 
are almost always so completely 
meaningless.” He said that medical 
insurance companies must be re- 
educated and all laws introduced 
to provide for the health insurance 
of various segments of our popula- 
tion must “include in their pre- 
ambles the statement that any pa- 
tient so covered automatically 
becomes teaching material.” 

Dr. Ward Darley, executive di- 
rector, Association of American 
Medical Colleges, said that more 
complete differentiation between 
the teaching and what he called 
nonteaching hospital, should be 
made. He said that patients and 
physicians should have freedom of 
choice between these two types of 
hospitals as between hospitals with- 
in the types. At the moment, Dr. 
Darley said, the “clinical experi- 
ence of too many of our students is 
limited to the low income patient. 
This is not good education. Socio- 
economic factors, particularly those 
of want and plenty, have important 
selective influences upon the etiol- 
ogy, course and prognosis and also 
upon the evaluation and manage- 
ment of both health and illness.” 

Dr. Alex M. Burgess, director of 
medical education, Newport Hospi- 
tal and Memorial Hospital, Paw- 
tucket, and Miriam Hospital, Prov- 
idence, and Dr. John C. Leonard, 
director of Medical Education, 
Hartford Hospital, argued that the 
educational programs in commu- 


DR. HAMILTON 


HOSPITALS, J.A.H.A. 











nity hospitals should be improved 
and that they should get a better 
share of interns through the match- 
ing program, They argued that “if 
we wish to judge quality [of medi- 








cal care], we must examine medi- 


cine as practiced in the community 


hospitals. This is because it is to 
community hospitals that 
Americans go when they are sick.” 


most 





NINE DAYS OF HEARINGS— 


Blue Cross Rates Probed in Philadelphia 


Public hearings were concluded Jan. 24 in Philadelphia on a request 
for increased rates by the Associated Hospital Service of Philadelphia, 


the Blue Cross Plan serving that area. 


The nine days of hearings, conducted by state Insurance Commissione1 
Francis P. Smith, probed such areas as utilization, outpatient coverage, 
insurance coverage, and rising hospital costs 


Since the inception of Blue Cross 
in Philadelphia, hospitals in the 
area have been 
reimbursed 
an averaged cost 
formula. Re- 
cently, a new 
complex formu- 
la was negoti- 
ated by a team 
representing the 
Philadelphia 
Hospital Coun- 
cil and the board 
of trustees of 
the Plan. The Plan had petitioned 
the insurance commissioner for in- 


on 





MR. VAN STEENWYK 


creases in subscription rates rang- 
ing from 40 per cent to 53 per cent 
depending on the type of contract 
held by the subscriber. 

The Plan had 
subscriber “cooperative” 
which needed approval by the in- 
surance commissioner. The new 
contract would require the 
scriber to pay $5 per day for the 
first 15 days of hospital care. The 
Plan also requested revisions in its 
comprehensive contract. Finally, 
the Plan requested permission to 
add outpatient coverage and diag- 
nostic outpatient care to its com- 


filed a new 
contract 


also 


sub- 


prehensive contracts. 
THE PLAN’S PRESENTATION 


E. A. van Steenwyk, executive 
vice president of the Philadelphia 
Blue Cross Plan, presented the case 
for Blue Cross. He appealed for 
“public understanding in light of 
the facts” to support the Plan’s 
proposals. He explained that the 
proposed rate increases would cost 
the individual subscriber approxi- 
mately the price of a phone call 
per day and the entire family a 
little more than a pack of cigarettes 
a day. 

Before describing the proposed 
contracts and rate changes, Mr. van 
Steenwyk briefly discussed the his- 
tory of Blue Cross. Comparing Blue 
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with commercial 
that 
is unique in that it can- 


Cross coverage 


insurance offerings, he said 
Blue Cross 
not be canceled because of sicknes 

age, or Another Blue 


Cross distinguishing mark, he said, 


retirement. 


is the provision of hospital benefits 
in terms of service needed, rathe1 
than in a limited number of dollars 
per day during hospitalization 

He said the Plan’s reserves to- 
taled $7.6 million on Dec. 31, 1957, 
as compared with $10.4 million on 
Dec. 31, 1956. Thi 
the minimum suggested by 
National As 
Commissioners, he 

Mr. van Steenwyk 
of increase in hospital] costs in re- 


below 
the 


Insurance 


was far 
sociation of 
aid 


aid the rate 


cent years has been higher than 
the rate of increase in the cost of 
living because 

1. Costs in hospitals increased 
later than costs in other sections 


of our economy, and are now catch- 
ing up 

2. Most hospitals 
been obliged to expand their facili- 
ties due to the increasing popula- 
tion and modern advances in medi- 


member have 


cine 

“The medical profession,” said 
Mr. van Steenwyk, “has a deep 
and valid interest in Blue Cross 


service and rates. Only doctors are 
patients to 
program of hospi- 
undertakes to 


authorized to admit 
hospitals, Any 
tal insurance which 
meet the public’s needs must rely 
upon the doctors. It is 
of this that doctors have been rep- 
resented on our board from the be- 


because 


ginning.” 
In his summary, Mr. van Steen- 
wvk stated his firm belief that be- 


fore adequate subscription rates 
could be obtained by Blue Cross, 
hospitals and Blue Cross would 
have to demonstrate that bette 


facilities and better care go hand 
in hand with regular and adequate 
financing of hospitals through Blue 
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Cross. This has been demonstrated 
in Philadelphia, he said. 

Mr. van Steenwyk’s statement 
required a little more than a day. 
The next two days were spent in 
cross examining him. 

City Solicitor David Berger, rep- 
resenting the City of Philadelphia, 
pressed for a clearer explanation 
of the new reimbursement formula. 

Mr. van Steenwyk explained 
that the proposed formula was the 
result of a year’s negotiations with 
a committee of the Blue Cross 
board and a committee of the Hos- 
pital Council of Philadelphia. This 
led Commissioner Smith to observe 
that the Blue Cross negotiating 
team was a five-man committee 
appointed by the president of the 
board, yet each member of that 
group had some “hospital connec- 
tion.” 


DISSATISFIED HOSPITALS TESTIFY 


Three hospitals in Chester 
County, Pa.—Phoenixville Hospi- 
tal, Memorial Hospital of Chester 
County, and Chester County Hos- 
pital—appeared to state their dis- 
satisfaction with the proposed 
method of reimbursement. Their 
spokesman, Edward P. Street, ad- 
ministrator of Phoenixville Hospi- 
tal, said the three hospitals had not 
yet withdrawn from the Plan, but 
were considering it because of the 
“discount Blue Cross members get.” 

The Pottstown hospital group — 
Pottstown Hospital, Memorial Hos- 
pital, and North Penn Hospital — 
which has already given notice of 
its withdrawal from the Plan, were 
heard next. Edwin H. Prescott, ad- 
ministrator of Pottstown Hospital, 
appeared as spokesman of the 
group. 

“Stated in its simplest terms,” 
said Mr. Prescott, “the issue be- 
tween our hospitals and [Blue 
Cross] was that by accepting the 
reimbursement contract offered by 
them, the hospitals were granting 
a discount of unwarranted magni- 
tude to Blue Cross.” 


THE QUESTION OF ABUSE 


Abuse and overuse of Blue Cross 
were then considered. The Plan 
minimized the abuse factor as an 
important force in the rate in- 
crease. The city contended that the 
Blue Shield fee schedule, which 
pays more for inhospital medical 
care than for visits to doctors’ of- 
fices, provided a “financial incen- 
tive” for doctors to put patients in 
hospitals unnecessarily. 

Philadelphia Medical Society 
president Dr. H. Bothe delivered a 


statement opposing the rate in- 
crease on the grounds that (1) it 
included certain medical services 
provided by the hospital, (2) the 
proposed rates were too high, (3) 
the proposed extension of services 
to outpatient diagnostic care “had 
no basis in the Blue Cross con- 
tract,” and (4) Blue Cross pay- 
ments to hospitals were not based 
on actual costs of individual hos- 
pitals. 

Dr. I. S. Ravdin, chief of surgery 
at University of Pennsylvania Hos- 
pital, then testified that the re- 
quested Blue Cross rates “were not 
excessive’ and that “the extension 
of services being proposed were 
sound.” When he was cross ex- 
amined Dr. Ravdin insisted that 
the medical society needed to help 
curb abuses of Blue Cross. 


LABOR HITS HARD 


Six different labor groups had 
statements entered in the record. 
The testimony of the Central Labor 
Union, AFL-CIO, given by Norman 
Blumberg, business manager, and 
Isidor Melamed, executive director 
of the AFL Medical Service Plan 
of Philadelphia was stiffly chal- 
lenged by Blue Cross counsel. 

This testimony dwelt on their 
argument that Blue Cross was not 
doing the job it had set out to do. 
Without exception, labor represen- 
tatives charged that the coopera- 
tive contract being introduced by 
the Plan was unacceptable be- 
cause most of their membership 
wanted “more, not less” 
in health matters. 


coverage 


THE PLAN’S SUMMATION 


W. James MacIntosh, a member 
of the firm used as counsel by the 
Plan during the hearing, summa- 
rized the Plan’s arguments. He re- 
emphasized the Plan’s willingness 
to accept an individual cost basis 
even though it would “eliminate 
some of the incentives to reduce 
costs resulting from the modified 
average cost basis embodied in the 
present proposal.” 

Mr, MacIntosh again emphasized, 
the Plan’s opposition to the as- 
sumption by the Plan of any por- 
tion of the cost of “free care.” 

Speaking for the City of Phil- 
adelphia, City Solicitor Berger 
listed a number of general points 
that were incorporated into an 11- 
point summary. 

The commissioner asked that all 
parties submit written briefs to him 
before Feb. 10. It is expected that 
a decision in the filing will come 
soon from the commissioner. 
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New York City Blue Cross 
Denied Increase in Rates 


The superintendent of insurance 
of the State of New York has de- 
nied an application for rate in- 
creases made by the Associated 
Hospital Service of New York 
(Blue Cross). 

Insurance superintendent Leffert 
Holz stated in his opinion and de- 
cision issued on Jan. 31, however, 
that he was “prepared to give im- 
mediate attention to any applica- 
tion for an increase in rates which 
may be submitted when it becomes 
apparent that the Plan’s free sur- 
plus will become exhausted.” 

Charles Garside, chairman of the 
board and president of the Plan, 
commented that it was “unfortu- 
nate that the superintendent of in- 





Raising hospital standards 
through an accreditation program 
has long been recognized as an im- 
portant adjunct of good hospital 
administration. 

The present hospital accredita- 
tion program originated in 1952 
when five medical and health or- 
ganizations banded together’ to 
form a sixth independent volun- 
tary nonprofit organization, the 
Joint Commission on Accreditation 
of Hospitals. This group assumed 
responsibility for the approval pro- 
gram. 

Member groups of JCAH 
point a total of 20 commissioners 
who meet at least twice a year for 
the purpose of initiating, review- 
ing, and approving the standards 
which the joint commission collec- 
tively establishes as necessary fot 
accreditation by the commission 
Dr. Kenneth B. Babcock is 
mission director. 


ap- 


com- 


The organizations represented by 
the commission and the number of 
commissioners they appoint to 
JCAH for three-year terms are: 
American College of Surgeons 3, 


American College of Physicians 3, 
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surance has postponed action on 
our request for higher rates. The 
situation becomes more critical 
every day. During the next few 
months our payments will average 
$1.25 for $1 received from 
subscribers.” 

A public hearing was held Nov 
18 and 19, 1957, in New York on 
the increase request. The Plan had 
asked for 38 per cent increases in 
its standard contract (21 full day 
plus 180 discount days) on both 
individual and rates in 
groups, an increase of 60 per cent 


every 


family 


in individual rates and 40 per cent 
in family rates on a direct payment 
basis. 

The Plan asked for 
120-day contract of 31 


increases on 


rates for it 


per cent for an individual and 30 
per cent for a family on a group 


American Hospital Association 7 
(one of whom is from its Canadian 
American Medical 
Association 6, and the Canadian 
Medical Association 1 
The 20 commissioners 
organization 


membership), 


and the 
they represent on the 
commission are 

Dr. Frank R. Bradley, St 
American Hospital Association 

Dr. John I. Brewer, Chicago. 
American College of Surgeon 

Ray E. Brown, Chicago, AHA 

Dr. W. Andrew Bunten, Chey- 
enne, Wyo., American Medical As- 
sociation 

Dr. Alexander M. Burgess, 
idence, R.I., American 
Physicians 

Dr. Howard E. Snyder 
Kans., ACS 

Dr. Willis M. Fowler, Iowa City, 
Iowa, ACP. 

Dr. James Z 
Pa., AMA 


Loul 


Prov- 


Cr lege of 


Winfield, 


Appel, Lancaster, 


JCAH's board of commissioners held one of its meetings Dec 
(front row, | to ri: Dr. Frank R. Bradley, Dr. Alexander M. Burgess, Dr 
Frank B. Kelly), Dr. Julian P. Price, 


Dr. LeRoy H. Sloan (replaced by Dr 


Dr. Jack Masur, Dr. Albert W. Snoke. Back row: Dr 
Donald A. McGowan, Dr. E. K. Lyon, Dr. Stanley R. Truman, Dr. Gunnar Gun- 
Willis M. Fowler, Ray E. Brown, Dr. John | 
Howard E. Snyder), Dr. 
W. Andrew Bunten and Dr. 


Rt. Rev. Msgr 


dersen (replaced by Dr. James Z. Appel), Dr 
Brewer, Dr. Warren H. Cole (replaced by Dr 


present at the meeting were Dr 
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remittance basis, and 43 per cent 
for an individual and 30 per cent 
for a family on a direct payment 
basis. 

Mr. Holz commented in his deci- 
sion that “those opposing the ap- 
plication contend that the present 
formula for compensating member 
hospitals is unsound and results in 
excessive payments the ap- 
parent root of this argument is that 
the superintendent [of insurance] 
should dictate the terms of agree- 
ment between the Plan and its 
member hospitals including the 
rates of payment for services ren- 
dered by the latter 

“T should like to emphasize here 
that [the New York Insurance 
Law] vests no power in the super- 
intendent to dictate the formula or 
method to be employed by Plans 


ns 7 





Joint Commission on Accreditation of Hospitals 


Stuart K. Hummel, Milwaukee, 
AHA 

Dr. E. K,. Lyon, Leamington, On- 
tario, Canadian Medical A 
tion 

Dr. Walter C. MacKenzie, 
Alberta, ACS 


sSOcla- 


Ed- 


monton, 


Dr. Jack Masur, Washington, 
D.C., AHA 

Rt. Rev. Msgr. Donald A. Mc- 
Gowan, Washington, D.C., AHA 

Dr. Dwight H. Murray, Napa, 
Calif.. AMA 

Dr. John B. Neilson, Hamilton, 


Ontario, AHA 


Dr. Raymond Peterson, Butte, 
Mont., AMA 

Dr. Julian P. Price, Florence, 
S. C., AMA 

Dr. Frank B. Kelly, Chicago, 
ACP 

Dr. Albert W. Snoke, New Haven 
Conn., AHA, 


Dr. Stanley R. Truman, Oakland, 


Calif... AMA 

14 in Chicago. Present were 
Kenneth B. Babcock, 
Stuart K. Hummel, 
Raymond Peterson, Dr. John B. Neilson, 


Walter C. MacKenzie 
Dwight H. Murray. 
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NASAL CANNULAE 


HUDSON OFFERS THE MOST 

COMPLETE LINE OF PLASTIC 

OXYGEN MASKS AND NASAL 

CANNULAE EVER MADE 

PLASTIC MASKS FOR ALL TECHNIQUES 

e Disposable or long lasting 

e Priced to permit individual use 

e Two sizes for medium concentration 
without breathing bag 

e Two sizes for high concentration with 
breathing bag 

e Scientifically designed for free and 
easy breathing 

e Anatomically molded to assure per- 


fect fit 
e Light in weight (less than one ounce) 


e Soft and flexible for extreme comfort 

e Individually packaged in clean plastic 
bags 

e Supplied with self retaining elastic 
head straps 


New Model #10 without breathing bag allows 
extreme comfort for the long term user. 


Send for Catalog No. 17 showing the 
complete line of Hudson Oxygen 
Therapy Equipment 


HUDSON 

OXYGEN THERAPY SALES CO 
| HYPERION AVENUE 

LOS ANGELES, 27, CALIFORNIA 





in computing rates of payment to 
hospitals—nor does it give him any 
right to dictate the terms of con- 
tracts with hospitals.” 

The insurance official dismissed 
complaints made during the hear- 
ing that the management of the 
Plan was extravagant. He said “I 
am satisfied that the amounts dis- 
persed by the Plan for administra- 
tion and solicitation of its business 
are not excessive.” 

He noted that the Plan had con- 
ceded that its free surplus of $14 
million would not be exhausted be- 
fore June 30, 1958. He also noted 
that there was a sum of $30 million 
in the frozen surplus of the Plan. 

He said he would authorize the 
withdrawal from the frozen sur- 
plus, if it should be required pend- 
ing action on a new rate increase 
application, of a “sum sufficient to 
meet the needs of the Plan’s opera- 
tions.” 

Mr. Garside said that the finan- 
cial position of the Plan was such 
that it would have to submit a 
new application for increased rates 
almost immediately. 


Electron Beam Sterilization 
Developed by Suture Firm 


An electron beam system is now 
being used by a leading suture 
manufacturer for sterilizing cat- 
gut sutures. 

The firm, Ethicon Inc., reported 
three major advantages in the 
new system. These are: 

® The danger of recontamination 
is eliminated through sterilization 
accomplished by electron irradi- 
ation in sealed containers. 

@ Catgut which has been ir- 
radiated possesses a greater ten- 
sile strength than catgut which 
has been sterilized by heat. 

@ Irradiated catgut has 10 times 
the safety margin for the surgeon 
than does heat sterilized catgut. 

The sterilized product is not 
made radioactive, it was empha- 
sized. 

The new equipment bunches to- 
gether a large number of elec- 
trons at high speed. The speed of 
the electron is in direct proportion 
to the voltage. These electrons 
travel along a radar wave in a tube 
until they reach the traveling belt 
carrying trays of sutures. 

Completely sealed tubes of su- 
tures are bombarded by electrons 
for two or three seconds as they 
pass under a greenish-blue light 
in a room lined with 7.5 feet of 
concrete. This completes the steri- 
lization process. 

Sterilization is accomplished as 


the electrons destroy all micro- 
organisms in or on the catgut su- 
ture by altering the molecular 
structure of the bacteria without 
disturbing the structure of the 
suture itself. 

Electrons—the negative electri- 
cal charge of the atom—are used 
in the sterilization process because 
they do not produce residual radi- 
ation or form radioactive byprod- 
ucts in the material being steri- 
lized. Locally available electric 
power is used to produce the elec- 
trons used. 

Heart of the apparatus is an 
eight-foot long vacuum _ tube. 
Electrons are set in motion by a 
50,000 volt filament at the top of 
the tube. 

A radar wave flows through the 
wave guide tube, pulsing approxi- 
mately 800 times a second. The 
electrons bunch in the top third 
of the tube and ride the radar wave 
to the bottom. They gather speed 
on the way until at the bottom of 
the tube the electrons are travel- 
ing at almost the speed of light. 

Surgical sutures have been tra- 
ditionally sterilized by heat 


The kind of service 
the public wants 
(Continued from page 48) 


patient department of Grays Har- 
bor Community Hospital feel that 
the past 12 years of operation have 
resulted in the following advan- 
tages: 

1, Considerable pressure is taken 
off the medical staff as far as home 
and night calls are concerned, as 
people have learned they can go 
directly to the hospital in emer- 
gencies and receive care. Many 
persons who do not have regular 
family doctors seek one at the hos- 
pital, as they know there is always 
a physician on emergency call. 

2. Since physicians can refer 
their patients to the OPD for nec- 
essary laboratory, x-ray, and phy- 
siotherapy work, they are re- 
lieved of the expense of purchasing 
and operating costly equipment 
for these purposes. 

3. It is good public relations for 
the hospital to be able to offer 24- 
hour care to sick and injured peo- 
ple as outpatients. 

4. It is also good business for 
the hospital to operate the out- 
patient department because of per- 
sonnel and equipment utilization 
for both in- and outpatients. 
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5. It improves the quality of 
care available by allowing the 
small hospital to obtain better per- 
sonnel and equipment, because of 
the use factor, than would other- 
wise be possible. 

Perhaps ll 
should review the advantages of 
outpatient departments in relation 
to their individual situations. It 
looks as if the public wants this 


smaller hospitals 


records at 
Hos- 


sort of service, The 
Grays 


pital say so. 


Harbor Community 


How to compute outpatient 
department costs 


(Continued from page 46) 
veloped by “weighing”, or simply 
by classifying cases according to 
a predetermined definition: 


Class I—minimum service 
value % unit 
Class Il—average service—value 


1 unit 

Class III 
value 2 units 
4. Determining charges 

Using the total of these classi 


maximum service 


fied units, a base cost for each 




















patient seen in the emergency 
room should be developed to cove! 
the fixed including 


allocation, 


expenses 
overhead depreciation 
and uncollectable revenue—that 
are required to make emergency 
care available. A charge, related 
to this cost, shou!d be made to each 
emergency room case, regardles 
of the quantity of treatment ren- 
dered. 

For example: we will say that 
the fixed expenses described above 
are averaging $3,900 per month 
Then, using the relatively simple 


classification of cases previously 


suggested, this statistical informa- 
tion is developed for a period of 
perhaps three months or more, and 
we determine that the emergency 
room handles an average of 

250 Class 1 cases @ % unit 
125 unit 

425 Class 2 cases @ 1 unit 
425 units 

115 Class 3 cases @ 2 unit 
230 units 

or a total of 780 “service unit 
which we divide into the $3,900 
expense figure to give us a un 


cost of $5 
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Thereby, we arrive at a_ base 
charge to each patient treated in 
the emergency room as follows 

$2.50 for Class 1 (minimum serv- 
ice)—revenue for 250 cases $625 


$5.00 for Cla 2 (average serv- 


ice )—revenue for 425 cases $2,125 
$10.00 for Class 3 (maximum 
service ) revenue for 115 cases 
$1,150 
Total revenue from 780 case 
$3,900 


The accumulating of statistical 
data 


and unit costs 


hould be a continuing process, 


hould be computed 
monthly or quarterly to determine 
whether an adjustment of the base 
ervice charge is indicated 
f 


Then, in addition to this “fixed 


charge, a separate charge should 


be made for the special service 
required for care and treat- 


ment of the patient. If such special 


ervices are performed by othe: 
departme nts, Le laboratory, radi- 
ology, etc., the revenue from such 
‘ ice hould, of course, be cred- 
ited to the h department A 


eparate charge hould be made, 


credited to the 





GERMELIM 


the scientifically compounded 


FLOOR CLEANER 


Germelim, the revolutionary triple action 
soap and cleaner concentrate, saves time 
money and effort! It's the first soap and 
cleaner concentrate ever developed with a 
phenol coefficient of 3.5. A solution of 1 part 
Germelim to 30 parts water thoroughly cleans 
disinfects and deodorizes surfaces in one 


time-saving operation 





4 
' 

| DAVIES-YOUNG SOAP COMPANY : 
§ P.O. Box 995, Dayton 1, Ohio ' 
1 Send free sample 1 
J Hove your representative call A 

’ Send further information 
' » 
8 NAME a 
' | 
§@ ADDRESS | 
CITY — na TATE : 
~ 


i 
ov "The DAVIES-YOUNG | 
Quaury win Soap Company 


P.O. Box 995 Deyten 1, Ohie 





SINCE 1844 
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mw first choice 


WITH NURSES and 
HOSPITAL BUYERS 
because they're 


@ ALWAYS AVAILABLE 
—No more cutting, sewing and storing 
muslin wrappers. Do away with laun- 
dering, drying, folding and mending 
Save time, save space. 


@ EASY TO USE 

—The only paper designed to handle 
like cloth—no change in technique re- 
quired. Edges drape when unfolded to 
provide sterile field. 


@ RE-USABLE 
WITH SAFETY 


—Hospitals report 8 
to 10 uses out of 
Sterilwrap sheets, as 
mony as 12 to 24 
from glove envelopes 
and cases. 100% 
sterility assured for 
much longer periods 
than with other wraps. 


Se 


TERILWRAP 


\J FOR WRAPPING SUPPLIES 
/ TO BE AUTOCLAVED 








The modern way to wrap supplies for 
autoclaving. Not just another ordinary 
commercial paper, Meinecke Sterilwraps 
are formulated under rigid laboratory 
control specifically for hospital steriliz- 
ing needs. Strong, easy to handle, 
won't crack or stiffen—and the initial 
cost is the compiete cost! 


TEST STERILWRAPS 
—send for FREE sample test kit, 
folder and prices—TODAYI 


MEINECKE & CO., INC. 


Serving the Hospitals of America 
For More Than Sixty Years 


221 Varick St., New York 14 


Branches in Dallas, Los Angeles, 
Columbia, S$. C. 





service rendered in the emergency 
room by its personnel, i.e., suturing 
a laceration, cleansing a wound, 
bandaging, etc. These charges 
should be related to the cost of 
the required materials and time 
of personnel. 

This same method, except for 
the special consideration to be 
given the problem of uncollectable 
revenue, should be followed in 
determining costs and assessing 
charges for services rendered the 
nonemergency outpatient. 

Finally, a word of caution; cost 
finding can be difficult and deceiv- 
ing. Recognizing, isolating and de- 
fining many of the so-called “hid- 
den costs” usually requires more 
knowledge of the activity than of 
accounting. . 


Opinions and ideas 


(Continued from page 22) 


ner, an Attleboro salesman, was a 
patient at Sturdy Memorial Hos- 
pital, he wanted to do something 
tangible to show his appreciation 
for the care and treatment he had 
received. When he returned to 
work, Mr. Tanner saw a Christmas 
Club Fund advertisement at his 
local bank and decided to use this 
method of saving a dollar each 
week to accumulate an annual gift 
of $50 to the hospital. 

That was 12 years ago. Since 
that day, each year when Mr. Tan- 
ner receives his Christmas Club 
check, he endorses it and delivers 
it to Sturdy Memorial Hospital. 

Last December when Mr. Tan- 
ner made his yearly gift, Hospital 
Director Albert O. Davidsen, Fred 
L. Wetherell, treasurer of the hos- 
pital corporation, and C. W. Ceder- 
berg, chairman of the hospital’s 
board of managers, were on hand 
to personally express their ap- 
preciation to Mr. Tanner. Mr. 
Cederberg said if the community 
had 1000 citizens like Mr. Tanner, 
the hospital would be able to wipe 
out its annual deficit. 

Mr. Tanner expressed the hope 
that others would take up his idea, 
for he said “it’s one way a person 
of average and modest means can 
help his hospital, church or other 
community institutions.’—ALBERT 
O. DAVIDSEN, director, Sturdy Me- 
morial Hospital, Attleboro, Mass. ® 


Hospital association meetings 


(Continued from page 6) 


Tennessee Hospital Association——March 
13-15; Chattanooga (Hotel Patton) 

Texas Hospital Association—May 6-8; 
Dallas (Statler-Hilton Hotel) 

Wisconsin Hospital Association——March 
13; Milwaukee (Hotel Schroeder) 


AHA INSTITUTES 
(THROUGH SEPTEMBER 1958) 


Personnel Administration for Hospitals 
March 3-7; Birmingham, Ala. (Holi- 
day Inn) 

Hospital Laundry Management = and 
Operation March 12-14; Houston, 
Tex. (Shamrock Hilton Hotel) 

Institute on Disaster Planning—-March 
12-14; Boston (Somerset Hotel) 

Nursing Service Administration—March 
24-28; Detroit (Fort Shelby Hotel) 

Hospital Engineering—April 7-1! 1; Kan 
sas City, Mo. (Bellerive Hotel) 

Planning and Working Together—Die- 
tary, Housekeeping and Nursing De- 
partment Directors—Apri! 7-11; Chi- 
cago (Edgewater Beach Hotel) 

Medical Record Library Personnel—Apri! 
14-16; Seattle, Wash (Benjamin 
Franklin Hotel) 

Obstetrical Nursing Service Administra- 
tion—April 28-May 1; New Orleans 
(Hotel Monteleone) 

Institute for Occupational Therapists 
April 28-May 2; Boston (Somerset 
Hotel) 

Hospital Auxiliary Leadership——May 6- 
8; Chicago (Edgewater Beach Hotel) 

Central Service Administration May 
12-15; Pittsburgh (Roosevelt Hotel 

Nursing In-Service Program—-May 26- 
29; Colorado Springs, Colo. (Antlers 
Hotel) 

Hospital Dental Service—June 2 Chi- 
cago (Edgewater Beach Hotel) 

Dietary Department Administration 
June 2-6; New York City (Sheraton- 
McAlpin Hotel) 

Hospital Organization Planning Work- 
shop—June 4-6; Roanoke, Va. (Ho 
tel Roanoke) 

Administrators’ Secretaries—June 9-1 3; 
San Mateo, Calif. (Villa Hotel) 

Hospital Public Relations—June |6-19 
Berkeley, Calif. (Claremont Hotel) 

Hospital Pharmacy——June |6-20; Phil 
adelphia (Temple University) 

Directors of Hospital Volunteers—June 
25-27; Kansas City, Mo. (Bellerive 
Hotel) 

Hospital Law—July 1-3; Denver (Cos 
mopolitan Hotel) 

Hospital Purchasing—July |4-18; East 
Lansing, Mich. (Michigan State Uni- 
versity) 

Hospital Pharmacy—July 28-August |; 
Chicago (University of Chicago) 

Dietary Department Administration 
September 8-12; Kansas City, Mo 
(Bellerive Hotel) 

Disaster Planning September 15-17; 
Dallas, Tex. (Adolphus Hotel) 

Hospital Insurance September 25-26; 
Baton Rouge, La. (Capitol House) 

Operating Room Administration Sep- 
tember 29-October 2; New York City 
(Sheraton-McAlpin Hotel) 

Medical Social Workers——September 29- 
October 3; Minneapolis (Hotel Radis 
son) 
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even though 





mobiles, have to 
they are used 
* * 


be 


because opportunities, 


* 


Of course, no hospital is perfect, 
some patients might 
think so; and the reason they think 
so is because the people who work 





like auto- at all the fat ladies who con- 
made before stantly worry about their weight 
while they continue to gain pounds 
+ os 
By extending the date for filing 
federal income tax reports from 
March 15th to April 15th each 
year they gave us 31 more days 
in which to try to understand the 


in those hospitals know that it i 


NOT perfect instructions. Not enough. 
JOHN H. HAYES xe ie #24 
Early ambulation is sometimes Satisfaction is the slayer of in- ADDITIONS TO MORON’S 
induced by a visitor: The co- — aie MEDICAL LEXICON: 
worker who tells a patient how MISCIBLE:—Not easy to hit 
well a substitute is doing his work. If a somnambulist is a sleep SKIN GRAFTING: Dishonesty 
<2 <= walker, is a somnambulance the among furriers 
The trouble with some _ trade one you use for night calls? PROPHYLAXIS Hatchets fo! 
union trust funds is that too much a carving face 
trust has resulted in too little We're certainly getting to be a STYLETS Fashions for small 
funds. oft race. We put the snow shoes on children 
+ & & our automobiles ANKYLOSE:—Loose footed 
The responsibility for a hos- x~ * DECOMPENSATION:—A re- 
pital’s success is threefold: the The reason you can’t teach an duction in salary 
trustees, the doctors and the ad- old dog new tricks is probably be- GRANULATION: —Commence- 
ministration. When things don’t go cause the dog has grown smart ment 
well the easiest one to change is enough not to bother with such TRENCH MOUTH Entrance to 
the administrator. nonsense a ditch 
=~ WR x~ * * SALMONELLA A female fish 
So far as opportunity goes, one It is difficult to believe that LOCOMOTOR ATAXIA Rail- 
year is like another; and that i WOIrry a weight reducer. Look road fare 
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NEW INCUBATORS 
FOR OLD ONES 


If you have any old Baby Incubators which 
you would like to ‘trade in’’ for new ones 
we will make you a generous allowance 


on the purchase of any new Armstrong 


Baby Incubator—one old Baby Incubator 


on each NEW Armstrong Baby Incubator. 





take chances with old equipment? 


Why 





Write or phone us COLLECT for details. 


THE GORDON ARMSTRONG CO., INC. 


508 Bulkley Building 









Cleveland 15, Ohio CHerry 1-8345 
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SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood. 
natural disaster or civil defense situations, 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


FOR SALE 


PHYSICIANS AUTO DISTRIBUTORS 








TREMENDOUS DISCOUNTS. AMERICAN MAKES. 
FACTORY—DEALER DELIVERY. GUARANTEED. 
FINANCING AVAILABLE. NO TRADES. 

341 S$. GLADSTONE, KANSAS CITY, MISSOURI 





For Sale: 2,000 NCR posting machine. Ex- 
cellent condition. Write R. Schulz, Pember 
Nuzum Clinic, Janesville, Wisconsin, for 
further information 


WANTED 


Wanted: Swiftem, automatic, instant re- 
cording thermometer manufactured by 
Burlington Instrument Company. M. L 
Tate, D.V.M., Kennett, Missouri. 


POSITIONS OPEN 


NURSE ANESTHETIST RNA for 125 bed 
hospital. 40 hour week. Salary open. Con- 
tact G. L. Crutchfield, Administrator, Oua- 
chita County Hospital, Camden, Arkansas 

















DIETITIAN ADA, 125 bed hospital. 40-hour 
week. Salary open. To replace retiring die- 
titian. Contact G. L. Crutchfield, Adminis- 
trator, Ouachita County Hospital, Camden, 
Arkansas 





CHIEF LABORATORY TECHNICIAN, 
Brightlook Hospital, 10 Summer St., St 
Johnsbury, Vermont. 52 bed, accredited 
general hospital. Laboratory under super- 
vision of pathologist. Salary $400 per month 
if well qualified. Write or telephone Ralph 
H. Ross, Acting Administrator, Ploneer 
8-2311 





MEDICAL-SURGICAL CLINICAL IN- 
STRUCTOR. 200-bed hospital in Upper Pen- 
insula of Michigan. Diploma program with 
70 students. Supervise clinical experience 
and teach related ward classes. Prerequi- 
site: B.S. degree in Nursing, some teaching 
experience. Starting salary depends on 
qualifications, range $350-400 per month 
Apply, Director of Nursing, St. Luke’s 
Hospital, Marquette, Michigan 





REGISTERED RECORD LIBRARIAN. Good 
Personnel Policies; Excellent salary. 80 bed 
Accredited Hospital. Apply: Administrator, 
Sidney A. Sumby Hospital, 234 Visger Road, 
River Rouge 18, Michigan 





NURSE ANESTHETIST: for approved 160- 
bed hospital. 40-hour week; minimum night 
call; liberal vacation policy and other bene- 
fits. Salary open. Anesthesiologist in charge 
Apply: Administrator, Milwaukee Chil- 
dren’s Hospital, 721 North 17th Street, 
Milwaukee 3, Wisconsin 





MEDICAL RECORD LIBRARIAN, regis- 
tered. 54-adult bed general hospital; 20 
bassinets. Construction under way to in- 
crease to 110 beds. Located in large medi- 
cal center, southwestern Ohio. Living quar- 
ters available. Salary open. Available at 
once. Write: Administrator, Our Lady of 
Mercy Hospital, Cincinnati 27, Chio. 





DIETITIAN: Excellent opportunity for 
ADA registered, hospital-trained person in 
therapeutic or administrative dietetics 
Salary commensurate with training and 
experience. Chances for promotion excel 
lent. Liberal benefits. Apply Personnel Di 
rector, Iowa Methodist Hospital, Des 
Moines, Iowa. 
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THE MEDICAL BUREAU 
M. Burneice Larson—Director 


900 North Michigan Ave. 


Chicago 11, Illinois 


ADMINISTRATORS: (a) Consultant; im- 
portant med. educational prog; pref. one 
exp. graduate field; some travel. (b) Ass’t 
med. dir., 450-bed gen. hosp; duties include 
dir. res. prog; outside US; (c) Dir., 400- 
bed gen. hosp. affil. med. schl, So. (d) 
Dir., new community hosp., 300 beds; now 
in planning stage; highly qual. man, med 
or lay; univ. city, E.; (e) Adm.; hosp. now 
under construction; 54 accute, 20 nursing; 
750, increase upon completion. (f) Ass'’t 
dir; lge. tch’g hosp., principal hosp., univ 
group; exp. in lge. facility desired; Pac 
Coast. (g) Ass’t adm., 300-bed gen hosp.; 
med schl. affiliated; important med. center, 
SW. (h) Ass’t; 200-bed gen. hosp; prefer- 
ably course grad. with some exp; univ 
city, E. (i) RN, grad. of hosp. course to 
assist adm, 400-bed hosp; lige city, MW 
H3-1 


ANESTHETISTS: (a) Free lance; replace 
M.D.; beautiful Ozarks region; (b) OB, 
250-bed hsp., near Chicago; $6600; (c) To 
join 16 man clinic near univ. city, Ohio 
$6000 up; (d) Anes.-Dir. of Nurses; small 
air-conditioned hsp.; college town near 
Houston; top salary; H3-2 


DIETITIANS (a) Chief, 500-bed univ 


t'chg hosp., staff incl. 10 dietitians; to 
$6700; So. (b) Chief; 125-bed hosp., com- 
muting distance NYC; excellent salary; 
H3-3 


DIRECTORS OF NURSES (a) Dir. of 
Nurses; all grad. staff; for progressive pro- 
gram of expanding 300 bed hsp.; West Coast 
univ. city; good salary potential; (b) Dir 
Nursing Service, School; well established 
400 bed hsp.; 120 students; N.Y.; $7500 up; 
(c) Act as nursing representative, nat'l 
org. Atlantic, Pacific Coast; $6000, travel 
expenses; (d) Overseas; administer in-pa- 
tient wards of Central Nursing Office; in- 
ternationally reputable industrial org.; $10,- 
200; paid air travel; Master’s, Nursing Adm 
required; H3-4 


EXECUTIVE PERSONNEL: (a) Comptrol- 
ler; vol. gen. hos., 300 beds: coll. grad 
with 5 yrs. exp. req.; E; $10,000. (b) Food 
mgr., 275-bed hosp., compl. chg. dept; $600; 
SW. univ., resort city. (c) Personnel dir 
well organized program; t’chg hosp., 1000 
beds; $9000-$10,000. (d) Clinic mgr; 5-man 
group; expansion prog; SW. H3-5 


EXECUTIVE HOUSEKEEPERS: (a) Take 
chg. mtce. 250-bed hosp., nurses res.; phy- 
sicians’ office bldg.; unltd. oppor. for ex- 
per. male; near Chicago. (b) 110-bed hosp 
wealthy Texas oil cen., top salary. H3-6 


FACULTY POSTS: (a) Ed. Dir.; unusual 
opport. estab. affil. in psych. research hsp.; 
univ. med. school assoc.; top salary; East; 
(b) Ped.; basic colleg. nursing program; 
Greater Manhattan; faculty apptmt. (c) 
Overseas; Dir. of School; univ. college of 
nursing; English speaking students from 
23 countries; mild climate; paid transporta- 
tion; also Nursing Arts Inst.; (d) Asst 
Prof. Mental Hygiene; univ. apptmt.; $6500: 
Ohio; H3-7 


MEDICAL RECORD LIBRARIANS: (a) 
Chief, manage dept. of 13: latest record 
equipmt; top salary for qual. person; hosp 
opened 1956; MW indus. centr; (b) Rec 
grad. considered chief, 160-bed hosp. near 
Cape Cod; outstand’g facil., supervise 3; 
coop. records. comm. $4200-$5090. H3-8 


SUPERVISORS: (a) OR with pg.; suite of 
7 airconditioned rooms; 220 bed hsp.; near 
N.W. college center; $6000; (b) To become 
Asst. Dir. Service; well renowned univ 
hsp., Texas; salary commensurate experi- 
ence; (c) Psych. Supv. specialized research 
hsp.; exec. opport. advancement; $5000 up.: 
East; (d) anage convalescent home, 50 
patients; beautiful Chicago suburb; $5000 
up, mtce.; H3-9 
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Telephone RAndolph 6-5682 


ADMINISTRATORS: (a) Med dir w/adm 
exper & executive ability; 500 bd vol genl, 
JCAH Hsp; tchg prog; attrac col twn, 150,- 
000; E. (b) Small, 40 bed, fully equip'’d & 
mod home; $6,000 (possibility of some 
maintenance); on Gulf of Mexico; SE. (c) 
Vol, genl, JCAH, 60-bd hsp increasing to 
100; about $12,000; NE. (d) Fully apprv‘d 
genl, vol 350 bd hsp; outstand’g Board & 
staff; must be affil, ACHA; minimum $20,- 
000. (e) New Hosp, 70 bds and psy service 
$6,000; univ med schl city; MW. (f) Fully 
apprvd tchg hsp, 450 beds; increasing now 
$15,000; increasing in 6 mo; home, utilities 
E. (g) New, 100 bed, priv community hosp 
opened Fall '57; sm] twn, lge drawing area 
rapidly expanding, Calif. (h) Children’s 
med center; 2 units composed of child 
guidance & mental trng; univ city; SW. (i) 
100 bed, genl, vol hsp; sm] twn, E 


ASSISTANT ADMINISTRATORS (j) 
Medical; 100 bed, TB san; diag & treat- 
ment of all forms of TB: Active resrch 
prog; tchg affil w/Mayo fndn; sal & fur- 
nished home. (k) 160 bed hosp, $5,400- 
$7,200; twn 40,000; Deep So. (1) 165 bd 
TB unit of 800 bd hsp system; Calif. (m) 
Asst short time, then assoc dir; children’s 
hosp, 200 beds, will succeed present dir 
upon retirement; univ city; W. (n) Vol 
genl hsp; fairly lge size; lge twn, vic De- 
troit (0) Admin Asst; Foreign appt; med 
sch] institute; unit amer endow’'d univ; Far 
East; Amer staff good sal 20 bonu 
furn’d housing plus expenses, fam trans 
portn, goods, & auto 


ADMINISTRATIVE POSTS: (p) Busine 

Mgr; impor children's rehabilitation cen 
ter; upon open'g new, compl'd adult cntr 
imcumbent will dir same; req’s exp’d adm 
to $15,000; excl potential; E. (q) Bus Mgr 
w/Acctng deg; suprv, short time. lge bus 
ofe then advance to comptrir, asst adm 
fully apprvd hsp, lge size; excel start'g 
sal; Central. (r) Clinic Mgr to replace one 
near’g retirement age; long est’d 20 man 
erp; own bidg; excel equip; fine policies 
twn 25,000 serv’g wide area: NW Central 
(s) Comptroller; 275 bed, fully apprvd hsp 
to $7,000 MW 





SHAY MEDICAL AGENCY 
Blanche L. Shay, Director 
55 East Washington Street 


Chicago 2, Ill. 


EXECUTIVE PERSONNEL: (a) Controller 
Calif. 200 bed hospital, near San Francisco 
$7200. (b) Credit Manager. South. 200 bed 
hospital. 13 in dept. $5000 up. (c) Person 
nel Director. South. 375 bed hospital in city 
of 70,000. (d) Assistant Administrator. 375 
bed hospital near Washington, D.C. $6500 
to start. (e) Business Manager. Northwest 
Group of 17 specialists. Excellent opportu- 
nity. (f) Credit and Collection Manager 
East. College degree preferred but not es- 
sential. 400 bed hospital. $5500. (g) Con- 
troller. Southwest. 350 bed hospital. Good 
background in accounting. To $10,000. (h) 
Statistician. World famous university con- 
ducting research on effects of housing qual- 
ity on physical health, mental health, and 
social adjustment. Will be given faculty 
appointment if qualified. $6200 


DIRECTORS OF NURSING: (a) Psychi- 
atric. East. Large Mental Hosp. $7000. (b) 
Middle West. 600 bed hosp. Prefer some 
post grad. work in nursing and adminis- 
tration. To $8900. (c) East. 250 bed hosp 
near N.Y. City. $5000 plus maintenance in- 
cluding private apt. (d) East. 225 bed 


HOSPITALS, J.A.H.A. 




















SHAY MEDICAL AGENCY continvea 


teaching hosp. near Boston. To $7200 plus 


full maintenance 


MEDICAL RECORD LIBRARIANS (a) 
Chief. M.W. 125 bed hosp. opened in 1953 


near Chicago. $5400. (b) South. Take charge 


of dept. in large hosp. near Washington, 
D.C. 9 employees. $5300. (c) Chief. East 
150 bed hosp. 5 employees in dept. City of 





50,000. $5000 minimum 

NOTE: We can secure for you the position 
you want in the hospital field in the 
locality you prefer. Write to us for an 
application a postcard will do. ALL 
NEGOTIATIONS STRICTLY CONFI- 
DENTIAL 

Wanted—EDUCATIONAL DIRECTOR for 


diploma school of nursing in 190 bed gen- 
eral community hospital located in resort 
city of 50,000 on Lake Michigan. Hospital 
fully accredited by Joint Commission, 
A.M.A., approved programs for interns, 
lab technicians and x-ray technicians, Per- 
sonnel policies, liberal benefits, starting 
salary $6,000 per annum. Apply Box HOS- 
PITALS, I-20. State experience and quali- 
fications 


NURSING SERVICE AND 


DIRECTOR 


EDUCATION: 300 bed Protestant gener- 
al hospital. Expansion program in pro- 
gress, with 150-student school of nurs- 
ing, needs Director of Nursing to be 


responsible for Nursing Service and School 
of Nursing. Applicants should be in excel- 
lent health, between approximate ages of 
35-45. Liberal salary range and benefits 
Excellent working conditions in one of the 
Midwests foremost institutions, centrally 
located in the city and convenient to 
outstanding residential and shopping facili- 
ties. Contact Mr. S. W. Martin, Adminis- 
trator, Milwaukee Hospital, 2200 West Kil- 
bourn Avenue, Milwaukee 3, Wisconsin 








the 
operating room tech- 


CLINICAL INSTRUCTORS needed in 
following areas: (1) 
nique (2) medical and 
(3) pediatric nursing 
night shifts. Integrated 
ated with Drake University; 200 students 
in school; 400 bed, fully approved, non- 
profit hospital. Minimum qualifications 
B.S. degree, preferable in nursing educa- 
tion. Salary open. 40-hour work week; 20 
working days vacation; sick benefits. Posi- 
tion open immediately. Apply Director of 
Nursing, Iowa Methodist Hospital, Des 
Moines, Iowa 


surgical nursing 
Day, evening and 
program: affili- 


EDUCATIONAL DIRECTOR for accredited 
diploma school of nursing; 270 bed mod 
ern, accredited, general hospital and teach- 
ing institution for Interns, Resident: 
X-Ray and Laboratory Technicians. School 
affiliation with Oberlin College and Metro- 
politan County Hospital for specialties 
Rapidly expanding community near uni- 
versities. Excellent personnel policies. Sal- 
ary commensurate to degree and experi- 
ence. Write Director of Nursing, Elyria 
Memorial Hospital, Elyria, Ohio 


DIRECTOR OF NURSES for 52 bed com 


munity hospital. Salary range $475-550 per 
month. Sick leave, vacation and holiday 
benefits. For full details contact Henry A 
Kallio, Admin., Lompoc Community Hos 


pital, Lompoc, California 


DIRECTOR OF NURSES: 100-bed J.C.A.H 


approved, general hospital with 3-year 
diploma school of nursing; east; expan 
sion program in process; good working 


group hos- 
1958. De 
HOS- 


social security and 
pitalization. Positions open July 1 
gree required. Salary open. Apply 
PITALS, Box I-19. 


conditions, 


220 E. Lexington St. Baltimore 2, Md 


No registration fee. LExington 9-5029 
Cc. J. Cotter Associates R. J. E. Guild 


NATION-WIDE PLACEMENT SERVICE 


Openings for Physicians, Administrators, 
Anesthetists, Dietitians, Director of Nurs- 
ing, Instructors and all RN Categories; 
Lab. and X-ray Technicians, Phys. Thera- 
ists, Social Workers, Pharmacists, Exect. 
Jousekeepers, Comptrollers and all hospi- 
tal categories. 


Licensed Employment Agent 








Wanted REGISTERED MEDICAL REC- jir. tchg hosp 





ORD LIBRARIAN to assist Department creasing capacity fr 
Head in 700 bed teaching hospital, with a dir. 225-bed hosp 
new addition under construction. 40-hour 
week; liberal employee benefits Jleasant eneiein ° 
working condition Salary cochiamarate ADMINISTRATOR: 
with qualifications of applicant. Contact Adm; 16 yrs, dir. 12 
Personnel Director saylor, Baylor Hospi- beds; FACHA 
tal, Dallas Texa 
__ £6 Aa COMPTROLLER: B 
Wanted: RN for Superintendent of nurse ne eee. Ces 
for new 34 bed County Hospital. Salary (ime 
Starts at $300 per month with automatic | 
raise to $325 after 6 months. Prefer singi« PATHOLOGIST M 
woman between ages of 40 and 55 veatr (Path. Anat; Clin P 
Apartment in hospital and meals furnished 250-bed hosp 
‘ ility to perform as surgical nurse desir- 
able but not required. Write: Administra- —_ . 
tor, Wayne County Hospital, Corydon. Iowa PERSONNEL DIREC 
hology in ‘52 orga 
_ s000-bed nosp since 





PUBLIC HEALTH NUTRITIONIST: Posi- 


tion in Maternal and Child Health Division 

South Carolina State Board of Health. Work RADIOLOGIST D 
on state wide level. Advanced training in nerapy , Radiun , 
nutrition or dietetic internship. Salary rs dir. de} es 
about $5000 plus travel expense. Social 

security and state retirement. Excellent a al a at a 
medical supervisio1 liberal holiday 

Write Julia P. Brunson, S. C. State Board 

of Health, Columbia, South Carolina 





POSITIONS WANTED 


ADMINISTRATOR M.S 





( 


ASSISTANT 
H.A 


), one year Administrative Resident 

450 bed hospital, working experience seve1 

year Various department Prefe illex 

hospital, Northeast. Write Box I-15, HOS 
PITALS Telephor 
lepnone 


ANESTHESIOLOGIS 
hospital co eting 


THE MEDICAL BUREAU h — 


ate, early 30 Dir 


M. Burneice Larson—Director 


900 North Michigan Ave. 








Chicago 11, Illinois clinical tomica 
ADMINISTRATOR-MEDICAI M.P.H. 7 
yi st supt, 1200-bed gen hosp vrs ad RADIOLOGIST ve 
taff, one of leading organizatior n med ractice: prefe 
ad, fairly ige I 
ADMINISTRATOR M.H.A } ISSOt therapy & diagno 


Effective 


but low-cost 


Communications 


Classified advertising is the lowest- 
It can 
serve your hospital effectively when 
you are recruiting employees or when 


cost method of advertising. 
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you have used equipment to sell. 


Here is the audience for your adver- 
. . HOSPITALS’ subscribers 
include more than 9,000 hospitals 
and administrators, 1,800 department 
heads, 700 governing board members 
in addition to approximately 4,500 


tisement 


others. 


The classified advertising rate is 30 
cents per word with a minimum of 
$4.50 per insertion. Deadline: 30 days 
before publication date of the issue. 


HOSPITALS 


Journal of the American Hospital Association 


18 East Division Street, Chicago 10, Illinois 
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AMERICAN HOSPITAL ASSOCIATION CONVENTION 
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INTERNATIONAL AMPHITHEATER 
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1000 TABLETS 
FOR HOSPITAL USE 


io UTA 


; ANTACID ANALGESIC 
fill | 


the RISTOL.MyERS CO., NEW YORK, N.’: 


MADE IN USA 


f 


BUFFERIN. Hi} ) |/ 
need ' 


Quickly, Economically 


BUFFERIN 1,000'S 


Saves money 
in amber bottles especially designed for the modern hospital pharmacy. | saves dispensing time 


saves shelf space 
BuFrreriIN—the better tolerated antacid analgesic—is especially valuable for 
the treatment of arthritis and other conditions which require high-dosage, 
long-term salicylate therapy. BUFFERIN contains no sodium, thus is suitable 
for patients on salt-free diets. 
Each BUFFERIN tablet combines 5 grains of aspirin with the antacids aluminum glycinate and magnesium carbonate 


Clinical Data Available on Request 


N F BRISTOL-MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 





University Microfilms 
315 worth sirst Street , 
4au Aroor, Mich. A 
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SQUARE DRESSING 
STERILIZERS —~— 


Maintain the most advanced 
sterilizing techniques... 
within minimum operator time 


\ 


a 


f 


a, 


} 











The new Square Dressing Sterilizers are 
research-designed to meet the most exacting of 
hospital needs . . . with minimum demands upon 
the time and attention of operating personnel. 
The roomy square chamber readily accepts 
three large trays .. . for maximum production 
and dependable sterilization of dressings, tray 
sets, syringes and needles, rubber gloves, flasked 
fluids and related surgical supplies. 
Made in the Amsco tradition for long, 
dependable service, the Square Dressing Sterilizer Eye level Control Steed Satine Gielioeting 
reflects the skills of more than sixty years of Recording — Controlling Thermometer and 


Cyclomatic Control. Simple, direct and positive, 


thoughtful and continuing research. Cyclomatic Control begins timing when the 
selected temperature is reached, sterilizes, 


exhausts, and dries the load . . . AUTOMATI- 


Write for Bulletin C-162 CALLY. Saves steps and time for the operator, 
materials and steam for the hospital, and worry 


A M E R | . A N and uncertainty for the staff. 


WORLD'S EST DESIGNER d MANUFACTURER 
STERILIZE R of suamuees eronucens, TABLES, LIGHTS 
and RELATED PRODUCTS. 
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